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Professor of Surgery in the University of Illinois; Surgeon-in-C 
Hospitals, Chicago, III. 


Four octavo volumes of about 850 pages each, with over 2000 illustrations, many in colors. 
set, $40.00 net. 

It in every sense reflects the current practice and thought of most intensely active surgeons of 

this continent. Its chapters tell the why and how in the solution of each surgical problem, what to 

do and what to avoid. It brings you in touch with the actual experience, reasoning and practical 


methods of men eminent in all parts of the country. 
Each Man Writes on the Field in Which He Has Achieved Greater Success and Fame 
Send. for descriptive circular. 
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You’ve Been Waiting for Such a Book 


PUBLIC HEALTH AND HYGIENE 


Edited by WILLIAM HALLOCK PARK, M. D. 
Professor of Bacteriology and Hygiene, University and Bellevue Hospital Medical College: Director of the Bureau of Laboratories, 
Department of Health, New York City. 
Octovo, 884 pages with 123 illustrations. Cloth $10.00 net. 

"FHERE was need of a volume in which the most important phases of hygiene in relation to public health would be presented in a 

practical way by specialists actually devoting themselves to the sudjects treated by them. ‘This book is intended for public health of- 
ficials, physicians and medical students, and each contributor has tieretore made his section as practical as possible and utilized to the 
full his own personal experience 
CONTENTS 
Relation of Microorganisins to Disease—-Antimicrobal or Antiprotein Substances Individually Considered —Practical Use of Disinfect- 
ants Prevention of Individual Infectious’ Surveys—Air and  Health—-Ventilation--Housing --Food-— 
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Maritime Quaraptine—Vital Statistics. 
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A New Work—Just off the Press 


An American Surgery, 


every line of which has been 


written since the war, is 


Haubold’s 


This book covers a 
broader field than is 
usual with One Vol- 
ume Surgeries. The 
first three parts are 
devoted to General 
Surgical Principles; 
then comes Minor Sur- 
gery in five parts, and 
lastly General Region- 
al Surgery in eleven 
parts. 


HE war period was one of Evolution, of progress 

in Surgery. The unlimited clincal experiences 
of the Medical Departments of the World’s armies 
have resulted in radical changes in the treatment of 
Fractures, Dislocations, Bone Surgery, Amputations, 
Gunshot Wounds, Surgery of the Thorax, Plastic Sur- 
gery, Surgical Infections, Burns, Deformities, etc. 
And the civil surgeon has been quick to respond to 
the stimulus, by equally important advances in the 
broader fields of General Surgery. 


H. A. HAUBOLD’S 
PRINCIPLES AND PRACTICE 
OF SURGERY 


Embraces all that is new. 

Dr. Haubold, with his vast experience as clinical 
surgeon at Bellevue Hospital Medical College, has 
written a Post-War Surgery that is up-to-date in 
every line. 

There are 1,044 illustrations and 2,420 pages. Price 
$12.00 net. 


ORDER FORM S.M.J. 2-21 


D. & COMPANY, Publishers, 
5 West 32nd Street, New York. 


Please send me carriage prepaid, a copy of HAUBOLD’S 
PRINCIPLES AND PRACTICE OF SURGERY, cloth 
binding, for which I enclose $12.00 (or charge to my ac- 
count). 


Name .. 


Street . 
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— Library Renewed 
at least cost and effort 


"THE INTERNATIONAL CLINICS contains something of 
interest to every physician, being the most practical, eco- 
nomical, and best illustrated work of its kind ever offered 
the profession. The editorial staff includes medical authori- 
ties of the widest reputation with duties that are actual and 
not honorary, and is one of the strongest associated with any 
medico-literary enterprise. The real advances made in medi- 
cine each year appear in the March number, concisely filling 
the place attempted by the “Year-Books” and “Annuals.” 
An encyclopedia for future reference is furnished in spe- 
cially written articles, by teachers of ability, on topics chosen 
with a view of embracing in a short time the entire domain 
of medicine, affording the general practitioner an opporti- 
nity of learning promptly the progress being made through- 
out the world. The cream of practical medicine and the most 
recent opinions thereof, as illustrated by the bedside teach- 
ings of the best clinicians of both continents, is shown 
through stenographically reported actual clinics by the 
ablest teachers of the leading medical colleges. A post-grad- 
uate course is thus furnished at the smallest cost and the 
minimum expenditure of time, practically bringing the 
clinics to your desk, instead of you traveling to the clinics. 
Practical articles, short and crisp, are given in large num- 
ber. 
A Quarterly of illustrated Clinical Lectures and especially 
prepared original articles on Treatment, Medicine, Surgery, 
Neurology, Pediatrics, Obstetrics, Gynecology, Ortho- 
pdics, Pathology, Dermatology, Ophthalmology, tology, 
Rhinology, Laryngology, Hygiene, and other topics of inter- 
est to students and practitioners. 
By leading members of the medical profession throughout 
the world. Edited by H. R. M. Landis, M.D., Philadelphia, 
U.S.A., with the Collaboration of Chas. H. Mayo, M.D., of 
Rochester; William S. Thayer, M.D., of Baltimore; Hugh S. 
Cumming, M.D., D.P.H., of Washington, D. C.; Frank Bill- 
ings, M.D., of Chicago; John G. Clark, M.D., of Philadelphia ; 
A. McPhedran, M.D., of Toronto; James J. Walsh, M.D., of 
New York; J. W. Ballantyne, M.D., of Edinburgh; Sir John 
Rose Bradford, M.D., of London; Charles Greene Cumston, 
M.D., of Geneva; John Foote, M.D., of Washington, D. C. 
With correspondents in Montreal, London, Paris and Geneva. 
Octavo. 300 pages per volume. Illustrated in colors and 
black and white. Cloth, $2.50 per volume; $10.00 per year. 


J. B. LIPPINCOTT COMPANY 


PHILADELPHIA: Since 1792 

East Washington Square 
LONDON: Since 1875 MONTREAL: Since 1897 
16 John Street, Adelphi Unity Building 
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TICE’S 
PRACTICE MEDICINE 


Loose leaf—“It never grows old” 


A scientific service planned for practical purposes 


TICE’S CONTRIBUTORS 


REAT care was exercised 
so that the selection of con- 
tributors to TICEK’S PRACTICE 
OF MEDICINE would be limited 
to no particular section. Its 
contributors, therefore, cover the 
whole continent from Montreal 
to Havana, from New York to 
Denver. Thirty-three Grade A 
universities and medical colleges 
are represented among the TICE 
authors. Direct information was 
drawn from twenty-nine big 
medical centers. 


EARLY one hundred of the 
leading members of the 
profession in the United States, 
Canada, and Cuba are contribu- 
tors to TICE. As wide a repre- 
sentation as possible was as- 
pired to. 


HESE men are picked men 

and are practical in every 
respect. Those with wide repu- 
tations are associated on a par 
with those new men just step- 
ping into recognition. The new 
ideas incorporated in TICE are 
practical, not spectacular. 


VERY phase of medical life 
is represented, the great 
medical centers, our universities, 
the medical departments of our 
Army and Navy, our Public 
Health Service. The application 
of this cosmopolitan experience 
to the routine practice of TICE 
subscribers is a prominent serv- 
ice of this work. 


EDITOR-IN-CHIEF, Frederick Tice, M. D., Professor of Medicine and Clinical Medicine 
and Head of the Department of Medicine, University of Illinois, College of Medicine. 


THE W. F. PRIOR COMPANY, Inc. 


Publishers of Medical Books 


Our eight-page circular will describe TICE in detail. 


Hagerstown, Maryland 
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CABOT CASE RECORDS 


RICHARD CABOT 


Hueu CaBsor 


DIAGNOSTIC REASONING OF 
THINKING.MEN PITTED AGAINST 
THE PATHOLOGICAL FINDINGS. THE 
MOST PRACTICAL AS WELL AS THE 
MOST DARING OF ALL METHODS OF 
TRAINING IN DIAGNOSIS. APPLY FOR 
SPECIMEN COPIES. 


MASSACHUSETTS GENERAL HOSPITAL, Publisher 


BOSTON 


NEW BOOKS FOR THE PHYSICIAN 


Arteriosclerosis and Hypertension Mysticism, Freudianism | 
By Louis M. Warfield, A.B., M.D., F.A.C.P., ienti 
Formerly Professor of Clin. Med. “in” Marquette and Scientific Psychology 


and By Knight Dunlap, Professor of Psychology at 
Practically a new book. Completely covers arte- Johns Hopkins University, Baltimore. Author 
This timely book analyzes the current Freudian 
with a complete illustrated chapter on bloo movement in detail, and states in the light of 


pressure that is most thorough and up-to-date. analysis the fundamental principles of present 


Practical Tuberculosis day psychology. Written in popular style, 

anatorium, allas, exas; formerly Resident 
Physician, Cullis Consumptives’ Home, Dorches- Fundamentals of 
ter, Mass.; Asst. Phy. Mass. General Hospital, Human Anatomy 
etc. Introduction by J. B. McKnight, M.D., 
Supt. Texas State Tuberculosis Sanatorium, By Marsh Pitzman, A.B., M.D., Professor of 
Carlsbad, Texas. 160 pages, illustrated. With Anatomy in Dental Dept., Washington Univer- 
special jacket. Price, CIOtN.................2....000.00002 $2.00 sity, St. Louis. %56 pages, 101 original illustra- 
The majority of books on tuberculosis are very -00 
lengthy and deal with the many theories of this Pitzman’s “Fundamentals of Human Anatomy” 
disease. While they are indispensable to the is not a purely anatomist’s or surgical, or 
specialist and research worker, still they do not medical, or any other specialist’s anatomy, but 
appeal to the general practitioner, who is look- an anatomy written from the broader point of 
ing for information that will be of practical value view, which underlies all these specialty efforts. 
in his cases in qvestion, especially from the It contains so much practically useful informa- 
standpoint of diagnosis and treatment. This is a tion that it might almost as well be entitled ‘‘an 
book for the general practitioner and those inter- epitome of the general practice of medicine and 
ested in tuberculosis. surgery from the point of view of an anatomist.”’ 


’ Any of the above mentioned books will be sent by prepaid express on receipt of price, or will 
ee charged to account if so desired. We will gladly send special circulars or catalogues of our 
publications on request. 


THE C. V. MOSBY CO. Medical Publishers, ST. LOUIS, U.S.A. 
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THE MEDICAL INTERPRETER 


WASHINGTON CHICAGO NEW ORLEANS ATLANTA, Southern Branch 


THE MEDICAL 
INTERPRETER 


is alphabetically arranged by sub- 
jects in the text, following the same 
order as the table of contents, doing 
away with the necessity of an in- 
dex, making it a lightning refer- 
ence of only the new worth-while 
achievements in Medicine and Sur- 
gery. 

It is quite impossible to compute 
the value to the medical profession 
of a standard “Clearing House” of 
Medical Literature, such as the 
Medical Interpreter, and it should 
appeal to every man engaged in a 
special line of work, and become a 
ready reference of every Medical 
Library. 


Number 2 will be ready for de- 
livery soon. 


This is the first Co-operative method which has ap- 
peared. A Co-operative Medical enterprise that is willing 
to invite every worth-while Doctor to join us. 


The Interpreter Publishing Co., 
Southern Branch, Atlanta, Ga. 


I shall be glad to have you furnish me with circular matter and 


complete information in regard to the Medical Interpreter and the Co-opera- 
tive feature for Doctors. 
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FOOD AUTHORITIES will tell you that 
never in the history of the world has 
there been so much thought given to 
Purity in foods. 


THE CHILDREN in our public schools are 
being taught the principles of nutrition 
and the scientific choice of pure foods. 


GLUTEN is the soul of flour—the real nu- 
tritive element. It is gluten that builds 
health, strength, and bone tissues and 
makes robust children and healthy men 
and women. 


WHY TAKE A CHANCE on losing the full 
value of this gluten by using self-rising 
flour or ready to use mixtures. Good, 
wholesome bakings can be made oniy 
from good materials—no other way— 
so use only good baking powder like 
CALUMET and plain flour for best re- 
sults. 
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Are You a Specialist? 


Do you find time to cull from the great mass of current medical literature, American and 
Foreign, those articles pertaining to your specialty? Do you find time to read them all, trans- 


late them, index them, abstract them? 


Would it be helpful if you had at your disposal an expert staff of research workers who would 
secure complete answers to the puzzling questions that arise in your professional work? 
Would you like an opportunity to consult with other specialists about difficult problems con- 


nected with your special practice? 


Do you find it almost impossible to keep in touch with all 


the new developments in your particular field? 


If so, 


Check Your Specialty on this Chart 


[ ] SURGERY 
(a) General and Prosthetic 
(b) Cranial and Neural 
(c) Cervical and Thoriucic 
(d) Abdominal 
(e) G. U. and Urology 
(f) Proctologic 
(g) Orthopedic 
(h) Anesthesia 
(i) Ora] Surgery and Hygiene 
(j) Gastro-enterology 


] GYNECOLOGY 
[ ] OBSTETRICS & PEDIATRICS 


(a) Obstetrics 
(b) Pediatrics 


[ ] MEDICINE & PHYSIOLOGY 
(a) General 
(b) Internal and Metabolic Conditions 
Endocrinology 
Cardiovascular Conditions 
(e) Respiratory Conditions 
(f) Materia Medica, Therapeutics and 
Toxicology 
(g) Education and Miscellaneous 
(h) Anatomy and Physiology 


[ ] NEUROLOGY & PSYCHIATRY 


(a) Neurology 
(b) Psychiatry 


This Department 


The Special Service Department of the American 
Institute of Medicine takes care of the particular 
needs of the specialist. Just the information 
that he wants is segregated and furnished in 
convenient form. A trained staff of editors, 
abstractors, translators, research workers and 
consultants is at his disposai—trained assistants 
who aid him in keeping. abreast of the progress 
of his profession, 


State 


[ } DERMATOLOGY & VENEREOLOGY 


(a) Dermatology 

(b) Syphilology 

(c) Gonorrhea 

(d) Venereal Disease, General 


[ ] OPHTHALMOLOGY & 
OTORHINOLARYNGOLOGY 


(a) Ophthalmology 
(b) Otology 

(c) Laryngology 
(d) Rhinology 


{ ] BACTERIOLOGY, PATHOLOGY, 
IMMUNOLOGY, ETC 
(a) Bacteriology ona: Parasitology 
(b) Immunology 
(c) Serology and Hematology 
(d) Pathology 
(ey Research 
ay Biology and Organic Chemistry 


[ ] ROENTGENOLOGY & 
RADIOTHERAPY 


] SEXOLOGY 


{ j PUBLIC HEALTH, ETC. 
(a) Public Health 
(b) Industrial and Military Hygiene 
(c) Forensic Medicine 


Will Help You 


Physicians who are interested in knowing more 
about the work of the Special Service Depart- 
ment should check on the above chart those sec- 
tions or subdivisions of interest to them; write 
name and address below, tear out this page and 
return it to the Institute. Detailed information 
showing how the Department can serve you in 
your particular field will be sent. No obligation 
is created by this request. 


| 


American Institute of Medicine, 13 East 47th Street, New York City 


Address 


A 
| 
(Please print) 
(S.M.J.-2-21) 
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Surgical 
Dressings 


Maximum 


Precautions 
B&B Sterile Dressings are ster- 


ilized in the containers after bein, 
sealed. They are sterilized by live 
steam following, a vacuum. 

To prove efficiency, center fibers 
from the packages are being, con- 
stantly subjected to incubator tests. 

Thus B&B Cotton and Gauzes 
come to you utterly sterile if the 
package is intact. You may be sure 
of that. 


Both are packed in our Handy . 


Package. One cuts off what is 
needed without touching the 
balance. 

B&B Plaster Paris Bandages 
come wrapped in water permeable 
paper which need not be removed 
in the wetting. 

B&B Formaldehyde Fumigzators 
conform to U.S. Public Health 


Service standards. 


Thus with all B&B products. We 
have spent 27 years in perfecting, 
them for you. Each conforms to the 
highest standards. And in many 
ways you will find these products 
better than you expect. 


BAUER & BLACK 


Chicago New York Toronto 
Makers of Sterile Surgical Dressings 
and Allied Products 


Prepared by * 
& 


B&B Zinc Gila: Adhesive 


This is a fine example of B&B efficiency. 
Three masters of adhesive direct the makin}. 
They employ modern and costly apparatus. 
You will find here yourideal adhesive. Try it. 


Handy - Bold 

Plain Gauze 

Inches’ 


Each Pad Sealed 


Each pad of B&B Handy Foid Plain 
Gauze is sealed in a parchmine envelope. 
The envelopes are sterilized again after pack- 

«ing. The cartons contain 10 or 30 pads. 


One Cake Equals 6 Ibs. Carbolic 


B & B Surgeon’s Soap shows a phenol co- 
efficient of 51.98. A one per cent lather 
corresponds in bactericidal strenpth with a 
50% solution of carbolic acid. One cake 
represents the Sermicidal power of six pounds 
carbolic acid. It isthe type of cake soap 
which can properly be called permicidal. 
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MBB & SONS. New 


MEDICAL 


THYROXIN SQUIBB 


The chemically pure, physiologically active constituent of the thyroid gland, intro- 
duced by Kendall and made by E. R. SQUIBB & SONS under license of the 
University of Minnesota. Possesses all the activity of desiccated thyroid and offers 
the advantage of accuracy in dosage and therapeutic effect. Marketed in tablets 
of 1/320, 1/160, 1/80, and 1/32 grain each for administration by mouth. Crystal- 
line Thyroxin for intravenous use is supplied in vials of 10 milligrammes to 100 
milligrammes. 


NOW READY FOR DISTRIBUTION. 


SEASONABLE BIOLOGICALS 


ANTIPNEUMOCOCCIC SERUM SQUIBB LEUCOCYTE EXTRACT SQUIBB 
Type I (An adjunct to Serum and Vaccine Therapy ) 
DIPHTHERIA ANTITOXIN SQUIBB SMALLPOX VACCINE SQUIBB 
(Small in Bulk—Low in Solids) (In Capillary Tubes) 
For almost three-quarters 
of a century this seal has (Physiologic Hemostatic) 


(Local and 


been justly accepted as a 
guaranty of trustworthiness. 


SQUIBB & SONS, NEWYORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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Advantages 


The Mulford Tube-Point marks the greatest improve- 
ment yet made in containers for Smallpox Vaccine. 


It furnishes a sterile scarifying point, permitting rapid 
vaccination of large numbers. 


No other scarifier is necessary, thus saving delay and 
inconvenience. 


The vaccine is hermetically sealed within the tube-point, 
which is one piece of glass, with no joints or seals to 
become loose and allow contamination of the virus. 


Mulford Tube-Points are easy and convenient to use; 
they suggest no cutting or surgical operation to the . 
patient. 


H. K. MULFORD COMPANY, Philadelphia, U.S. A. 


| 
THE PION EER BIOLOGIC: LABORATORIES 


10 
: 
The only combined scaritier and e om 
virus container on the market. * 
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Sustained Quality 


HE reward of conscientious man- 
ufacturing effort is never obscure 
—it is an ultimate realization. 


The reputation enjoyed by a man- 
ufacturer today is in the great 
majority of instances, the culmina- 
tion of years of close adherence to a 


high standard. 


The Victor Trade Mark on X-Ray 
and Electro-Physiotherapy Appar- 
atus is universally recognized today 
as the symbol of quality—in ma- 
terials, workmanship, design and 
performance. 


A Victor announcement of. some 
new development is accepted by 
the initiated at face value, for they 
know that conservatism prevails in 
the descriptive literature and that 
the product is offered the profession 
only after the best engineering skill 
has approved it. 

Add to this the most comprehensive 
service organization cf trained men 
specializing in this field, extending 
a personalized service to the user 
of Victor apparatus, then you have 
the predominant reasons for the 
prevalence of Victor installations. 


ry 


Victor X-Ray Corporation 
General Offices and Factory: 
Jackson Blvd. at Robey St. 


Sales Offices and Service Stations in all principal cities 


Chicago 


Mi 
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IS THE BEST 


CHINOSOL 


ANTISEPTIC 


ITS WIDE THERAPEUTIC SCOPE AND GREAT SUPERIORITY ARE BECAUSE IT IS 


1 More powerful than bichloride 6 Does not break down granulation 
2 Non-poisonous 7 Causes no irritation 

3 Does not coagulate albumin 8 Possesses marked analgetic power 
4 Does no injury to membranes 9 Aninstantaneous deodorant 

5 Does no damage to tissues 0 Allays inflammation 


SIX HALF GRAM TABLETS 
ACCEPTED BY COUNCIL ON CHINOSOL 
PHARM. AND CHEM.,A.M A. (ALL RIGHTS RESERVED) A 
Intense Non-Poisonous, Non-Irritatine 
Antiseptic and Deodorant 
DIRECTIONS ON BOTTOM OF Box 


N.Y. REGISTRY NO. 125 
CHINOSOL Co..PARMELE PHARM.CO.,N.Y. 


PRICE SO CENTS, 

A SAMPLE TO ANY PHYSICIAN AND sas 
LITERATURE SHOWING WHEAT 
CHINOSOL HAS ACCOMPLISHED 


Arsphenamine products should be: 
Readily Soluble 
Practically Free from Toxicity 
Easy of Administration 


NEOSALVARSAN 


(NEOARSPHENAMINE-METZ) 


possesses all of these qualities. 


Order by either name, and if your local dealer cannot supply 
you order direct from 


H. A. METZ LABORATORIES, Inc., 
122 HUDSON STREET, 
NEW YORK CITY 
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One Capful 
to a Glass 
of Water 


Vm The Most Effective Antiseptic 
Gargle for 


SORE THROAT 


IS MADE WITH. 


AROMATIC CHLORAZENE POWDER 


Contains the synthetic chlorine-bearing agent (5%) with desirable 
sodium salts and eucalyptol added. Weight for weight 24% times more 
powerful than phenol and far more rapid in action. Yields a strong 
antiseptic solution of just the proper soothing alkalinity for best re- 
sults, yet harmless to the user, and pleasant to taste and smell; 
a solution in all respects happily suitable for throat applica- 
tion, either as a spray, gargle or douche. A resource 
against epidemic “colds” and tonsillitis no doctor should 
overlook. 

In 4-ounce bottles at $7.20 a dozen, net; also in 


bulk at $4.00 for five pounds, net and 
f. o. b. Chicago. 


THE ABBOTT LABORATORIES 


Home Office and Laboratories 
Dept, 79, Chicago, III. 


New York 
Seattle 
Toronto 


San Francisco 


Bombay 


Again, with unfailing regu- 
larity, paying its annual 
_visit—Influenza (LaGrippe). 


And Influenza time is truly ATOPHAN time. 
Here ATOPHAN can fully unfold its superior pain and inflammation re- 
lieving properties. 
One, or two, tablets (714 to 15 grains) two or three times per day, imme- 
diately after meals, readily alleviate respiratory congestion, headache, pain 
and stiffness of limbs and back. 
And remember, ATOPHAN does it without heart depression, constipation 
or kidney irritation. ‘ 
In high and persistent fever, let a few doses of some more active antipyretic 
round out the good work of ATOPHAN. 

U.S. A.-Made and Available Everywhere. 


Sample and Literature from 


SCHERING & GLATZ, Inc., 150 Maiden Lane, New York 
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Expel air from tubing 
Always Ready For Use! 
Solution Arsphenamine-Lowy (S.A.L.) has The safety and purity of S. A. L. is guaran- 
the advantage of being available for instant use, teed by biological, chemical and clinical tests. 
wherever and whenever needed. Requires no It is prepared undet license by the U. S. Public 
further mixing, treating or apparatus. Acom- Health Service and accepted by the A. M. A. 
plete unit for every treatment. Council on Pharmacy and Chemistry. 
LOWY LABORATORY, Inc. 
Write for complimentary 10 4 
copy of our book ‘Medica SOLUT N 361 Plane Street, Newark,N.J. 
| Progress In The Treatment of HENAMINE: Sales Representatives 
| Syphilis,” (limited Edition). Sf 7 Boston...............755 Boylston St. 
| Write for copy today before Cleveland...........39 Euclid Arc. 
supply is exhausted. AL Bldg. 
| 513 Olive St. 
INFLUENZA 
mn A LINICAL experience during the influenza epidemic 
= ML demonstrated that Calcreose was of value in the ( 
= SF} treatment of the disease and its pulmonary and ‘ 
= intestinal complications. The solution in particular is an I 
antiseptic of general utility which may be employed with 
advantage in the aid of oral hygiene. 
ALCREOSE is a mixture containing, in loose chemical ¢ 
combination, approximately equal parts of creosote and 1 
lime. CALCREOSE has all of the pharmacologic activity of 
creosote, but does not cause any untoward effect on the 4 
gastro-intestinal tract. CALCREOSE may be taken in com- t 
Cale paratively large doses—in tablet form or in solution—without = 
any disagreeable by-effects; therefore it is particularly suit- = ] 
beech Peres able for the treatment of these patients. = 
Combination, . 
Write for Samples. 
THE MALTBIE CHEMICAL COMPANY “ 
“ Newark, New Jersey I 
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Once More 


We are at the threshold of a new 
year. Our “resolution” is the same 
as it has been each year since the in- 
ception of our work nearly eleven 
years ago: To be of real service dur- 
ing the coming year, —albeit in a 
small way,—to the profession, by per- 
forming our task to the best of our 
ability. 

B. B. CULTURE will continue to 
be at your service during what we 
hope will be a most successful year 
for you. 


B. B. CULTURE LABORATORY, Inc. 
Yonkers, New York 


-West Main Maternity Sanitarium 


A Private Sanitarium and Lying in Hospital 
for the care and protection of young 
women during pregnancy, confine- 
ment and gynecological 
treatment. 


A nursery for the proper care of babies. 
Patients accepted any time during gestation. 


Adoption of baby when arranged for. 
Open to all ethical physicians. 


For further particulars, address, 
SUPERINTENDENT, 
1547 West Main St. Phone Maple 455. 
OKLAHOMA CITY, OKLA. 


M. H. NEWMAN, B. Sc., M. D., 
Medical Director, 


314 Colcord Bidg. Phone Walnut 1088 


Hospital For General Diag- 
nosis and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism and its relation to 
diseased conditions is emphasized. 


The co-operation of physicians is invited. It is the 
policy of this Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after a diagnosis is 
made. Only at the request of the patient’s physi- 
cian will any case be kept in the Hospital beyond 
the necessary period of observation. 


A complete staff of skilled specialists in co-opera- 
tion. 


For further particulars regarding rates, etc., write 


DR. ALBERT E. STERNE or 

DR. LARUE D. CARTER 
“Norway” Hospital for General Diagnosis and 
Nervous Diseases. 


THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With Majestic Hotel and Bath House 
MARLIN, TEXAS 


One Hundred Beds. 
Four Hundred Bath Capacity Daily. 


A modern institution equipped with all the latest 
laboratory, X-ray and physio-therapy methods used in 
the diagnosis and treatment of chronic diseases. A 
graduate doctor in charge of each department—thus 
utilizing teamwork. 

Marlin hot water is similar to the famous Carlsbad. 

STAFF 


Dr. J. W. Torbett—Superintendent, Diagnosis and 
Treatment. 

Dr. O. Torbett—Diagnosis and Treatment. 

Dr. W. K. Logsdon—Urology, Rectal and Skin Diseases. 

Dr. Mary L. Webb—General Chronic Diseases and 
Gynecology and Corrective Gymnastics. 

Dr. J. Gordon Bryson—Surgery and Gynecology. 

Dr. Edgar P. Hutchings—Eye, Ear, Nose and Throat. 

Dr. J. B. White—Roentgenology and Gastro-enterology. 

Dr. C. H. Hendry—Pathologist. 

Dr. L. P. Robertson—Dentist. 

Dr. H. H. Robertson—Dentist. 
For further information write for folder to 


TORBETT SANATORIUM, Marlin, Texas 
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FULLY EQUIPPED FOR MODERN SCIENTIFIC DIAGNOSIS AND TREATMENT 


WESLEY HOSPITAL 


12th and Harvey Streets, OKLAHOMA CITY, OKLAHOMA 
CONDUCTED BY THE OKLAHOMA CITY CLINIC 


With the diagnostic equipment at our disposal we are prepared to assist in working out 
obscure and complicated cases. 


CLINICAL PATHOLOGICAL AND CHEMICAL 
LABORATORY 


A laboratory completely equipped in all depart- 
ments so that all classes of clinical bacteriolog- 
ical, pathological and chemical work can be done 
in the one laboratory. 

Our laboratory personnel are thoroughly trained. 
have had many years’ experience in laboratory 
work and spend all their time in this special line. 


Partial Fee Table 


Wassermann Test 
Autogenous Vaccines 
Tissue Diagnosis 
Blood smears 
Sputum 
Pus smears 
Pasteur treatment, 21 doses....................0..::000 25. 00 
Blood chemical tests, single..... } 
Blood chemical tests, complete 


Fees for other work in proportion. 
All classes of chemical analytical work. 
Daily Wassermann “runs’’ except Sundays. 


F ee: Bleeding tubes, sterile containers, cul- 
r * ture media, instructions for collecting 
and mailing specimens. 


X-RAY DIAGNOSTIC DEPARTMENT 


An up-to-date, fully equipped Radiological 
Laboratory. 

Radiologist, especially trained for gastro- 
intestinal and renal diagnosis. 


We use the serial plate method in gastro- 
intestinal work and take from 12 to 30 radio-— 
graphs on each case. 


Renal work is supplemented with ureteral lead 
catheters and pylographic injection of the kidney 
pelvis when necessary. 


Fluroscopic examination and stereograms of 
chest and all bone work. 


RADIUM AND X-RAY THERAPY 


Amply equ:pped for the treatment of all con- 
ditions where Radium and X-Ray Therapy are 
indicated, either as a primary treatment or an 
adjunct to surgery. 


Members of the Clinic 


Dr. A. L. Blesh 

Dr. W. W. Rucks 
Dr. M. E. Stout 

Dr. J. Z. Mraz 

Dr. W. H. Bailey 
Dr. D. D. Paulus 
Dr. J. C. Macdonald 
Dr. J. Southgate 


Address all communications to WESLEY HOSPITAL, 12th and Harvey Streets, or member of 
the Clinic at 308 Patterson Building, Oklahoma City, Okla. 
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REORGANIZATION OF ST. ELIZABETH’S HOSPITAL VIRGINIA. 
UNDER THE GROUP SYSTEM 


Announcement is made of the inauguration at St. Elizabeth’s of a policy of expansion to meet the steadily in- 
creasing utilization of the services of this hospital. 

The staff has been increased, and the equipment has been greatly augmented. St. Elizabeth’s is now open as a 
private medical and surgical hospital, with the most modern prerequisites for surgical work, and for medical and 
neurological examination, diagnosis and treatment. A department of urology fills a long felt need. The X-ray labo- 
ratory is fully equipped. The clinical laboratory is prepared to do routine work, bacteriology, pneumococcus group- 
ing, asthma and hay fever tests, blood chemistry, etc. Folin’s “blood system” is routine. 

The addition to the staff of a trained dietitian from Columbia University and the Peter Bent Brigham Hospital, 
Boston, will allow the preparation of special diets to suit the individual requirements of each case. Dietaries in dia- 
betes and nephritis are arranged by a dietitian of wide experience. 

J. Shelton Horsley, M. D., Austin I. Dodson, M. D., Margaret Tholens, B. A., 
Surgery and Gynecology. Surgery and Urology. Clinical Pathology. 
Warren T. Vaughan, M. D., Fred M. Hodges, M. D., Nellie H. Van Dyke, B. S., 
Internal Medicine. Consulting Roentgenologist. Dietetics. 
For information, address: MYRA E. STONE, R. N., Superintendent. 
JULIAN P. TODD, Business Manager. 


Dr. J. F. Yarbrough’s 
Private Sanatorium 


COLUMBIA, ALA. 


Gastrointestinal Diseases, Pellagra,. 
Chronic Rheumatism, “Bright’s Disease,” 
Diabetes (Allen Method). 

Adequate Night Nursing Service Maintained. 


CONSULTING STAFF. 


Dr. Alfred Smith Frazier, F.A.C.S., Dothan, Ala. 

Dr. Ross H. Mooty, B.S., M. D., Columbia, Ala, 

Reference: The profession of Houston County. 
Dr. S. W. Welch, Montgomery, Ala. 


THE HOSPITAL—30 ROOMS 


CURRAN POPE —- A. THRUSTON POPE 


A MODERN up-to-date, private Infirmary equipped with steam heat, electric lights;,electric 
fans, modern plumbing and superior furnishings. Solicits all cases of fun al and 

organic nervous diseases, disease of the stomach and intestines,rheumatism, gout angiuric acid 

drug habits and alcoholism. Bed-ridden cases not reggived wit 

ment. 


Hydrotherapy, Mechanical Massage, Static, Galvanic,.’® Sinusoi 
quency, Leucodescent and Arc Light, and X-ray treatments. 


Rates include treatment, board, medical attention and general nursing. The Sanatorium is 
supplied from Pope Farm with vegetables, fruit, poultry, and eggs, also milk, cream, butter and 
buttermilk from its herd of registered Jerseys. 


THE POPE SANATORIUM 


Long Distance Phones Incorporated LOUISVILLE, KENTUCKY 
CUMB. M. 2122 HOME 2122 Established 1890 115 West Chestnut St. 


. 
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dal, High ‘Fre- 
mpetent physi- 
clans and nurses, under the immediate supervision of the’ Medical Superintendent. Special 
laboratory facilities for diagnosis by urine, blood, blood;.serum, sputum, gastric: Juice, : 
duodenal tube and X-ray. Recreation hall with pool and billiards for free use of patients. 


February 19 1921 


SOUTHERN | MEDICAL J OURNAL © 


The Buie Clinic and Marlin 


Sanitarium-Bath House 


connecting with 


The Arlington Hotel 
MARLIN, TEXAS 


A thoroughly modern institution for chronic diseases. Capacity of Clinic and Bath recently doubled, install- 
ing every modern convenience and improvement. Using Marlin’s famous hot mineral waters and all approved 
methods of diagnosis and treatments. Marlin waters are similar in analysis to those of the leading spas of 
Europe, coming from a depth of 3400 feet, temperature 147 F. A daily bath capacity of 800. The following 
departments are maintained: Internal Medicine, Diagnosis, Urology, Syphilology, Pathology, Roentgenology, 
Dietetics, Electro-therapy, Eye, Ear, Nose and Throat and Hydrotherapy. 


N. D. Buie, M.D., Supt. and Diagnosis, 

F. H. Shaw, M.D., Asst. Supt. and Gyne- 
cology, 

Aug. J. Streit, M.D., Eye, Ear, Nose and 
Throat, 

L. M. Smith, M.D., Urology and Syphilology, 

S. S. Munger, M.D., Roentgenology, 

O. T. Bundy, M.D., Internal Medicine, 

H. S. Garrett, M.D., Internal Medicine, 

Iva Lee Bouslough, M.D., Pathology, 

T. W. Foster, D.D.S. 


RROBINSON HOSPITAL, (Inc.) 


AND TRAINING SCHOOL FOR NURSES 
BEREA,. KY. 


IDA M. JONES, R. N. SUPERINTENDENT OF NURSES 


STAFF 


B. F. ROBINSON, M.D. 
General Surgery 


M. M. ROBINSON, M.D. 
General Surgery 
ALSON BAKER, M.D. 
Bacteriology and Pathology 


DON. H. EDWARDS, M.D. 
Eye, Ear, Nose and Throat 


WM. G. BEST, D.D.S. 
Oral Hygiene and Oral Surgery 


J. M. MORRIS, M.D. 
Internal Medicine and Diagnosis 


J. CAMPBELL THOMPSON, M.D. 
Roentgenology 
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CHESTNUT LODGE 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad 
and Electric Line from Washington 


This sanitarium under experienced management 
offers superior advantages for the treatment of 
patients suffering from Nervous and mild Mental Dis- 
eases, and for elderly persons needing skilled care and 
nursing; combining the equipment of a modern Psyco- 
pathic Hospital with the appointments of a refined 
home. The Hydrotherapy Departments is complete in 
every detail including the Nauheim Baths for Arterio- 
sclerosis, Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 


Davis- Fischer Sanatorium 
25-27 EAST LINDEN AVENUE 
ATLANTA, GEORGIA 


A modern five-story fire-proof building for 
surgical and gynecological work. A limited 
number of medical and obstetrical cases re- 
ceived. No mental, contagious or alcoholics 
admitted. Equipped with all modern methods 
for diagnoses. X-Ray, pathological, bacterio- 
logical, serological and stomach contents. 

Training school for nurses. 


APPALACHIAN HALL :—: ASHEVILLE, N. C. 


DR. WILLIAM RAY GRIFFIN ADVISORY BOARD 
DR. BERNARD R. SMITH AN INSTITUTION FOR Dr. C. V. Reynolds 


_ Physicians in Charge THE TREATMENT OF Dr. M. H, Fletcher 
Supt. of Nurses NERVOUS DISEASES Dr. W. Dunn 
We have recently erected two additional buildings, thoroughly equipped with every 
modern convenience, including a most complete Hydrotherapy Deparcment. 
Situated at an altitude of 2500 ft. in the heart of the Blue Ridge Mountains of West- 
ern North Carolina. Superb lawn and 25 acres of beautifully wooded grounds. 


For information address DRS. GRIFFIN & SMITH, ASHEVILLE, N. C. 
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Altitude 1850 Feet Mild Winters Breezy Summers Abundant Sunshine 


THE CORNICK SANATORIUM—For Pulmonary Tuberculosis 


BOYD CORNICK, M.D., Medical Director. C. R. TREAT, Associate and Supt. SAN ANGELO, TEXAS 

An institution for the care and treatment of early stage cases of pulmonary tuberculosis. Patients 
without reasonable prospects of an arrest of the disease are not received. Applicants from a distance 
admitted only after preliminary correspondence with a family physician. FOR RATES AND OTHER 


INFORMATION, ADDRESS THE MEDICAL DIRECTOR 


THE SARAH LEIGH HOSPITAL 


NORFOLK, VA. 


The Staff combined under Group System in 1919, and the equipment greatly sesieusiil with the most up-to-date 
facilities for thorough Diagnosis, and Surgical, Radium and Medical Treatment. Capacity, eighty-five beds. 


STAFF 


S. B. Whitlock, M.D. 


Southgate Leigh, M.D., F.A.C.S. 


Surgery and Gynecology. Roentgenologist. 
James H. Culpepper, M.D. G. Bentley Byrd, M.D. 

Surgery and Orthopedic Surgery. Obstetrics. 
Stanley H. Graves, M.D., .C.S. Daphne Conover, B.A. 


Genito- Urinary and Rectal Diseases. Pathologist and Laboratory Technician. 
Frederick C. Rinker, B.A., M.D. L. L. Odom, R.N. 
Internal Medicine and Diagnosis. Superintendent. 


Harry Harrison, M.D. S. S. Preston, R.N. 
Internal Medicine and N-O Anaesthesia. Assistant Superintendent. 


TRAINING SCHOOL FOR NURSES 


THE MERIWETHER HOSPITAL AND TRAINING SCHOOL FOR NURSES, Inc. 
24 GROVE STREET, ASHEVILLE, N. C. 


A thoroughly equipped and modern Hospital for 
Surgical, Gynecological, Medical, and Obstetrical 
Cases. 
All modern conveniences, such as vacuum 
cleaners, electric elevators, sun porches, etc. Two 
thoroughly equipped operating rooms. Open entire 
year. 


DIRECTORS 


Dr. Ben M. Meriwether, President; Dr. E. R. 
Russell, Vice-President; Dr. Clyde E. Cotton, Secre- 
tary; Dr. W. J. Hunnicutt, Treasurer; Dr. M. L. 
Stevens, Dr. Arthur F. Reeves, Dr. Eug. B. Glenn. 


STAFF 


SURGICAL: Dr. Eug. B. Glenn, Chief; Dr. Ben M. NEUROLOGY: Dr. B. R. Smith. 
tehard, Dr. Arthur F.  GagrROENTEROLOGY: Dr. A. W. Calloway. 
MEDICAL: Dr. Chase P. Ambler, Chief; Dr. Clyde DERMATOLOGY: Dr. C. W. Brownson. 

E. Cotton, Dr. M. L. Stevens, Dr. W. J. Hunnicutt, G. U. AND DISEASES OF THE RECTUM: Dr. P. 
Dr. H. G. Brookshire, Dr. C. C. Orr. R. Terry. 
EYE, EAR, NOSE AND THROAT: Dr. E. R. Rus- PEDIATRICS: Dr. L. W. Elias. 
sell, Dr. J. B. Greene, Dr. R. H. Buckner. ANAESTHETIST: Dr. W. J. Hunnicutt. 
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BLACKMAN SANITARIUM 


DISORDERS OF NUTRITION AND ELIMINATION 
172 Capitol Ave.. ATLANTA, GA. 


Physiotherapeutic,Dietetic, 
Medical 


Two of its features: 


Treatment of Dia- 
betes. (Allen Method) 


Rest and Fattening 
Cure. (5 lbs. per week) 


Rates, $35 to $50 per 
week. Good cuisine. 


Homelike resort atmos- 
phere. 


Laboratory facilities. 
Modern equipment. 


For Information and Reprints 
address 


W. W. BLACKMAN, M. B. 


THE WATAUGA SANITARIUM 


RIDGETOP, TENNESSEE. 


For Tuberculosis in any 


STAFF: 


Dr. Wm. Litterer 
Dr. W. A. Bryan 
Dr. O. N. Bryan 
Dr. G. C. Savage 
Dr. J. M. King 

Dr. W. W. Winters 
. H. S. Shoulders 


¥ 


19 miles North of Nashville 
Henderson Division 
of L. & N. Ry. 


Location ideal, elevation 1,000 feet, buildings modern; hot and cold water, gas lights, perfect sewerage 
and excellent water supply. Tuberculins and vaccines administered in suitable cases. X-Ray Diagnosis. 
Heliotherapy. Rates very reasonable. 


Inquiries appreciated. Illustrated pooklet on application. 
DR. W. S. RUDE, Medical Director. 


RIDGETOP, TENN. 
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HILLCREST MANOR 


ASHEVILLE, N. C. 
LOUIS E. BISCH, M.D., Ph.D. 
(Resident Medical Director) 


Sanitarium 
Devoted to the Scientific Treatment of Organic and Functional Nervous 


Diseases. 

A thorough, detailed, individual examination and study made of each patient. All 
the latest methods of psychotherapy employed—including psychoanalysis. Trained, 
graduate nursing—large, airy, cheerful rooms—the seclusiveness of seventeen acres of 
wooded hills with lawns, orchards, and vineyard—wholesome food, cooked under super- 
vision of a dietititian—a congenial, restful atmosphere in an up-to-date building—air, 


water, climate and scenery unsurpassed. 


Patients are Examined for Admission to Hillcrest Manor 
At the City Offices 
Suite 206-208 Haywood Building 
Asheville, N. C. 


(Positively no Insane or Tubercular Persons are Admitted) 


Che Willows 


An ethical seclusion maternity home and hospital 
Patients accepted 


for unfortunate young women. E 
any time during gestation, Adoption of babies when 
Prices reasonable. Write for 90- 


arranged for. 
page illustrated booklet. 


MAIN ST. Che Willows 
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BIRMINGHAM INFIRMARY 
SURGICAL MEDICAL GYNECOLOGICAL OBSTETRICAL 
A thoroughly equipped and modern general hospital. 


Accommodates three hundred patients. All 
conveniences. Completely equipped. Modern pathological, bacteriological and x-ray laboratories. 
Sufficient Radium for treatment of all conditions in which Radium is indicated. All laboratories in 
charge of competent, experienced men. 

EDUCATIONAL DEPARTMENTS—tTraining school for nurses in charge of graduate registered 
nurses. Pupil nurses received on favorable terms. Special six months course in dietetics and labor- 
atory work given. Graduate nurses received for post graduate instruction. 

For information and catalog apply to Mrs, B. E. Golightly, R.N., Superintendent. 


Long Distance Phone, West End Pr. Exchange 980 


BIRMINGHAM, ALA. DR. W, C. GEWIN, Surgeon in Charge 


Radium-Therapy Department | | Pathological Department 


oo Birmingham Infirmary 
Established 1916 BIRMINGHAM, ALA. 


Fully equipped for every test 


Radium in any form for the ther- oF 
apeutic administration of clinical value. Only standard 
where indicated. 


methods used. Fee list, media, 
Address communications to 
Birmingham Infirmary = 
; tions for shipping specimens 
BIRMINGHAM, ALA. 
upon request. 


sterile containers and instruc- 


Dr. W. C. Gewin, President 
Dr. H. F. Wilkins, Radiologist JOHN V. MIX, Director 
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ARLI NGTON SANITA RIUM 


WILMER L. ALLISON, M.D. 
Resident Physician 
BRUCE ALLISON, M.D. 
Resident Physician 
R. H. NEEDHAM, M.D. 
Resident.Physician 
JAS. D. BOZEMAN, M.D. 
Resident Physician 


OCONOMOWOC 


OCONOMOWOC HEALTH RESORT WISCONSIN 
——_, : : For Nervous and Mild Mental Diseases and Addiction Cases 
Five minutes walk from Interurban between Oconomowoc and 
Milwaukee on main line C. M. & St. P. Ry. 30 miles 
west of Milwaukee 

Built and equipped to supply the demand of the neurasthenic, 
border-line and undisturbed mental case, for a high-class home 
a| free from contact with the palpably insane, and devoid of the insti- 
tutional atmosphere. 

Fifty acres of natural park in the heart of the famous Wis- 
consin Lake Resort region. Rural environment, yet readily acces- 
sible. A beautiful country in which to convalesce. 

The new building has been designed to encompass every require- 
ment of modern sanitarium construction, the comfort and welfare 
of the patient having been provided for in every respect. The bath 
department is unusually complete and up-to-date. Work-therapy 
and re-educational methods applied. 

Number of patients limited, assuring the personal attention of 
the resident physician in charge. 
Arthur W. Rogers, B.L., M.D., Resident Physician in Charge 


New Building Absolutely Fireproof 


DR. MOODY'S SANITARIUM 


For Nervous and Mental Diseases, Drug and Alcohol Addict ions and Nervous Invalids Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Approved 
diagnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each 
with separate lawns, each featuring a small separate sanitarium, affording wholesome 
restfulness and recreation, in doors and out doors, tactful nursing and homelike com- 
forts. Bath rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful park, Government 
Post grounds and Country Club. 
T. L. Moody, M.D., Supt. and Res. Physician. 
J. A. McIntosh, M.D., Res. Physician. C. W. Stevenson, M.D., Res. Physician. 
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The Kernan Hospital for Crippled Children 


BALTIMORE, MARYLAND 


One of the largest and best equipped Orthopaedic Hospitals in the country. The grounds cover 
sixty-five acres, containing private herd of cows, poultry, vegetable garden, parked lands and play 


grounds. 


STAFF 
Attending Physicians 
_, Benjamin Tappan, M.D. 
& A. Duvall Atkinson, M.D. 


Compton Riely, M.D. = Irving J. Speer, M.D. 
William Tarun, M.D. Jno. R. Abercrombie, M.D. 


William H. Daniels, M.D. Lig Consulting Surgeons 

Chas. Reid Edwards, M.D. Finney, MD. 

Gideon Timberlake, M.D. Randolph Winslow, M.D. 

John P. Bell, D.D.S. 
Roentgenologists 

J. Fletcher Lutz, M.D. 

Henry J. Walton, M.D. 


STAFF 
Attending Surgeons 


R. Tunstall Taylor, M.D. 
Sydney M. Cone, M.D. 


Consulting Physicians 


Lewellys F. Barker, M.D. 
Thomas R. Brown, M.D. 
W. S. Thayer, M.D. 


The Surgical Building 
For particulars and terms of admission, address 


1102 North Charles Street Baitimore, Maryland 


The Baker 


Sanatorium 


Colonial Lake 
Charleston, S. C. 


A new and thor- 
oughly equipped 
hospital for the care 
of Surgical patients. 


‘ARCHIBALD E, BAKER, M F.A.C.S. 
Surgeon in Charge 
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The Cincinnati Sanitarium 


Inc. 1873 


For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 
V. Langdon, M.D., 
Visit. Consultant 
C. B. Rogers, M.D., 
Resident Medical Director 
H. P. ee Business Manager Egbert W. Fell, M.D., 
Box No. 4, College Hill Res. Clinica! Director 
CINCINNATI, OHIO 


“REST COTTAGE” College Hill, Cincinnati, Ohio 


purely 
nervous’ cases, 
nutritional er- 
rors and con- 
valescents. 
Completely 
equipped for hy- 
drother- 
apy, massages, 
etc. 


Cuisineto 
meet individual 
needs, 


F. W. Langdom, 


M.D., Visiting 
Consultant 


Egbert W. Fell, 
M.D., Resident 
Clinical Direc. 
tor 


Cc. B. Rogers, 
M.D., Resident 
Medical Direc- 

tor 


H. P. Collins 
Business Man- 
ager 
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LYNNHURST SANITARIUM “tex” 


A High-Class Institution for Nervous Diseases, Mild Mental Disorders and Drug Addiction. 


Situated in the suburbs of Memphis on 28 acres of beautiful woodland and ornamental shrubbery Modern 
and approved methods in construction and equipment. Thorough ventilation, sanitary plumbing, low 
pressure steam heat, electric light, fire protection, and an abundance of pure water. Special facilities 
for giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced 
nurses and house physician. An improved treatment for Opium-Morphine addiction. 


S. T. RUCKER, M.D., Director Medical Dept. 


KENILWORTH SANITARIUM 


KENILWORTH, ILLINOIS 
(Established 1905) 
(C. & N. W. Railway, Six Miles North of Chicago.) 

Built and equipped for the treatment of nervous and mental 
diseases. Approved diagnostic and therapeutics methods. 

An adequate night nursing service maintained. Sound proof 
rooms with forced ventilation. Elegant appointments. Bath 
rooms en suite, steam heating, electric lighting, electric eleva- 
tor. 


Resident Medical Staff: 
Minta P. Kemp, M.D. Sherman Brown, M.D. 
Sanger Brown, M.D. 
Consultation by appointment 
All correspondence should be addressed to 


Kenilworth Sanitarium Kenilworth, II. 


For the Care and Treatment of 


NERVOUS DISEASES 


Building Absolutely Fireproot 
BYRON M. CAPLES, M. D., Supt. 


Waukesha, - Wisconsin 
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Dr. Brawner’s Sanitarium 


ATLANTA, GEORGIA 


For Nervous and Mental Diseases, General 
Invalidism and Drug Addictions 


The sanitarium is located on the Marietta 
trolley line, 10 miles from center of city, near 
a beautiful suburb, Smyrna. Grounds consist 
of 80 acres. Buildings are steam heated, elec- ~ 
trically lighted, and many rooms have private 
Patients have many recreations such as 


baths. 
tennis, croquet, baseball and automobiling. 
Reference: The Medical Profession of Atlanta. - 


Address 


Dr. JAS. N. BRAWNER, 
701-2 Grant Bidg. Atlanta, Ga. 


FOR THE TREATMENT OF 


Drug Addictions, Alcoholism, 
Mental and Nervous Diseases 


A quiet, home-like, private, high-class institution. 
Licensed. Strictly’ Complete equipment. 


Best Accommodation 
Resident physicians and trained nurses. 
Drug patients treated by Dr. Pettey’s original 

method. 

Detached building for mental patients. 


PETTEY & WALLACE 
O08 5. Filth SANITARIUM 


For the Treatment of MENTAL and 


C 1 t Vi @ W NERVOUS DISEASES and ADDIC- 


New Fifty-Room Department completed January, 
Now have two new buildings, one for each 


& 
1915. 
a ni a r lum sex. A thoroughly modern and fully — 
private hospital, operating under state license. 


Large, commodious buildings offering accommo- | 


ations to meet the desires of the most-exacting. 
we W. aan S, MD. Situated out of town in a quiet, secluded place. 
yeiclan-in-Cnarge Large, shady grounds. Specially trained ‘nurses. 
Telephone Main 2928 Two resident physicians. Capacity 65. References: , 


Medical Profession of Nashville. 


: Rural Route No. 1 Nashville, Tennessee 
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DR. SEALE HARRIS’ DIETETIC INFIRMARY 


FOR THE DIAGNOSIS AND THE DIETETIC, MEDICAL AND EDUCATIONAL TREAT- 
MENT OF DISEASES OF THE STOMACH AND INTESTINES AND OF NUTRITION. 


THE DIETETIC INFIRMARY HAS NO OPERATING ROOM BUT CONVALESCENT... 
SURGICAL PATIENTS ARE ESPECIALLY DESIRED, AS ARE THE FUNCTIONAL NERVOUS © 
(REST CURE) PATIENTS FOR WHOM DIET AND HEALTH INSTRUCTION ARE THE MOST 
IMPORTANT INDICATIONS FOR TREATMENT. No TYPHOID, TUBERCULOSIS OR OTHER 
INFECTIOUS CASES WILL BE ACCEPTED. 


THE DIETETIC INFIRMARY IS INTENDED TO BE A HOME WHERE PATIENTS WILL 
BE PROPERLY DIETED AND TREATED AND WHERE THEY WILL BE TAUGHT PERSONAL 
HYGIENE IN AN ENVIRONMENT FREE FROM THE ANNOYANCES OF A GENERAL HOSPITAL. 
IT 1S LOCATED ON BIRMINGHAM’S BEAUTIFUL RESIDENTIAL BOULEVARD, HIGHLAND 
AVENUE. 


FOR FURTHER INFORMATION ADDRESS DR. SEALE HARRIS AT 804-808 
EMPIRE BUILDING, OR DR. SEALE HARRIS’ DIETETIC INFIRMARY, HIGHLAND AVENUE 
AND SYCAMORE STREET, BIRMINGHAM, ALA. 


The Tucker Sanatorium, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium of Dr. Beverley R. Tucker 


The Tucker Sanatorium is for the treatment of nerv- 
ous diseases. Insane and acute alcoholic cases are not 
taken. The Sanatorium is large and bright, surrounded 
by a lawn and shady walks and large verandas. It is 
situated in the best part of Richmond and is thoroughly 
and modernly equipped. There are departments for 
massage, medicinal exercises, hydrotherapy, occupation 
and electricity. The nurses are especially trained in the 
care of nervous cases. 


THE HENDRICKS * LAWS SANATORIUM, gry One of the most modern 


and thoroughly equipped 
FOR TUBERCULOSIS private . institutions for 
the trédtmént of tubercu- 
losis. High-class accom- 
modations. Fireproof con- 
struction. Individual 
sleeping porches. Excel- 
lent cuisine. Altitude 4000 
feet. Climate ideal all of 
the year. For further in- 
formation, address 


M. R. HARVEY 
President 


CHAS. M. HENDRICKS 
J. W. LAWS 
Medical Directors 
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Long Distance Phone 75 


wv. ST. ALBANS SANATORIUM, Inc.#°S 


JOHN J. GEISEN, 
RADFORD, VIRGINIA 


The Hydrotherapy. Department is complete in every 
ore detail. Continuous Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, 
Massage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sana- 
torium for the diagnosis and treatment of chronic 
medical, nervous and mild mental disorders. It is sit- 
uated 2,000 feet above sea level in the famous blue 
grass region of Virginia. There are two large colonial 
brick buildings connected by a sun parlor 105 feet long. 
Rooms single or en suite, with or without private 
baths. Accommodations for fifty patients. Modern 
and approved methods used in every department. The 
nurses are specially trained to care for nervous 
patients. 

For details write for descriptive pamphlet. 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 
96 Acre Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C.H.&D. R.R. 

10 Trains Daily. 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 


Greensboro, 


Glenwood Park Sanitarium, 


SUCCEEDING TELFAIR SANITARIUM 


The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS--Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
sunlight, and exercise, with such other remedies as are calculated to assist nature in the work of 


restoration. 
Special attention is given to the use of electricity. Twenty years’ experience has proven it invaluable 
in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, and those 


nervous affections due to uterine or ovarian disorders. 
For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 
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Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE INSTI- 
TUTION OF TWO BRICK BUILDINGS—ONE FOR MEN AND 
ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 
Rooms may be had single or en suite, with or without private baths. Small cottages, suitable 
for one patient, are also available. { 
Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 
Life in the out-of-doors, combined with properly selected work for each patient, constitutes 
an important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 
BOOKLET UPON REQUEST 


gShortle’s Albuquerque Sanatorium 
FOR TUBERCULOSIS 


ALBUQUERQUE, - - NEW MEXICO 


Altitude 5,100 Feet. Rates Moderate. Climatic 
Conditions Unsurpassed. 


| A private sanatorium where the closest personal attention is 

i given each patient. Complete laboratory and X-Ray equipment 
for diagnostic purposes. Compression of the lung and sun-bath 
treatment after the methods of Rollier. Steam heat, hot and cold 
water, electric lights, call bells, local and long distance tele- 

f phones and private porches for each room. Bungalows if desired. 

| Situated but 1 1-2 miles from Albuquerque, the largest city 
and best market of New Mexico, permits of excellent meals and 
service at moderate price. Write for Booklet B. 


A. G. Shortie, M.D., Medical Director 


THE POTTENGER SANATORIUM 


MONROVIA, CALIFORNIA A thoroughly equipped institution 
for the scientific treatment of tuber- 
; : : culosis. High class accommodations. 
Ideal all-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery. Forty-five min- 
utes from Los Angeles. F. M. Potten- 
ger, A.M., M.D., LL.D., Medical Direc- 
tor. J. E. Pottenger, A.B., M.D., 
Assistant Medica] Director and Chief 
of Laboratory. George H. Evans, M.D., 
San Francisco, Medical Consultant. 
For particulars address: 


POTTENGER SANATORIUM, 
Monrovia, California. 
Los Angeles Office: 1100-1101 Title Ins. 
Bidg., Fifth and Spring Streets. 
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ATLANTA | RADIUM LABORATORY 


929 Candler Building 
ATLANTA, GA. 


nadium for the treatment of conditions in which the use of radium is 


indicated. 
For particulars address, 


COSBY SWANSON, M. D., Medical Director 
Tre Lady Mary 


Maternity Home 


A STRICTLY ETHICAL AND PRIVATE REFUGE 
FOR SECLUDING AND PROTECTING 


Respectable Unmarried Pregnant Women 
through confinement. Baby placed for legal adop- 
tion if arranged. City and State License. 

Correspondence confidential. © For details, address 
TheLADY MARY MATERNITY HOME, Birmingham, Ala. 


Dr. J. E. Garrison, Physician in Charge 


RADIUM AND X-RAY 
LABORATORY 


1207-11 Empire Building 


BIRMINGHAM, ALABAMA 


The Thompson Sanatorium 


For the treatment and education of tubercu 
lous patients. Seventy-five miles ey ge ot 
and twelve hundred feet higher than 
Antonio. Mild winters, cool breezy ene 
Hospital Building and Hollow Tile Cottages 
with modern conveniences. Beautiful mountain 
scenery. Prices moderate. Trained nurses. 


SAM E. THOMPSON, M.D. 


Superintendent and Medical Director 


H. Y. SWAYZE, M.D. 


Associate Medical Director 
KERRVILLE, TEXAS 


DR. J. A. MEADOWS, 


Director 


The Southern Radium Clinic, Inc. 


CUSHACHS BUILDING 
‘NEW ORLEANS, LOUISIANA 


DR. HENRY LEIDENHEIMER 
DR. THOMAS B. SELLERS 
DR. PAUL T. TALBOT 
- DR. H. W. E. WALTHER 
DR. ARTHUR LEE WHITMIRE 


DR. CHAS. H. VOSS, Radio-Therapist 


STAFF 


DR. ty BERNHARD 
DR. MPLE BROWN 
DR. J. CARTER 

DR. ANSEL M. CAINE 
DR. PETER GRAFFAGNINO 
DR, J. RAYMOND HUME 


ADDRESS COMMUNICATIONS TO 
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RADIUM THERAPY ||| The Radium Institute 


in connection with of New Orleans 


NEWELL & NEWELL In Connection With 
Sanitarium TOURO INFIRMARY 


DIRECTING BOARD 
Dr. S. M. D. Clark Dr. H. S. Cocram Dr. W. Kohlmann 
Dr. U. Maes Dr. E. D. Martin Dr. R. Matas 
An ample supply of Radium for the treat- Dr. F. W. Parham Mr. A. B. Tipping 
ment of all conditions in which Radium is 


indicated. 


705-707 Walnut St., Chattanooga, Tenn. 


For the treatment of conditions in 
which the use of Radium is indi- 
rated. 


SANITARIUM STAFF 
E. T. Newell, M.D. All correspondence should be addressed to 
E. D. Newell, M.D. the Radium Institute. 


G. P. Haymore, M.D. DR. E.C. SAMUEL, A. B. TIPPING 
J. H. St. John, M.D. Radio-Therapist. Secretary. 


RADIUM AND X-RAY LABORATORY 


425-429 Woodward Building 
BIRMINGHAM, ALA. 


For the treatment of MALIGNANT and BENIGN conditions, 
in which the use of Radium and ALLIED MEASURES has been 


definitely established. 


Address: 
Dr. WALTER A. WEED, Director 


425 Woodward Building, Birmingham, Alabama 
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ommended. 


Address 


Washington Radium & X-Ray 
Laboratory 


WASHINGTON, D. C. 


For the treatment of all malignant and benign lesions in which 
Radium, massive doses of X-ray and Fulguration have been rec-: 


DR. C. AUGUSTUS SIMPSON, 
1219 Connecticut Ave., Washington, D. C. 


SCHOOL OF OPHTHALMOLOGY 
HERMAN KNAPP MEMORIAL EYE HOSPITAL. 
The following all-day course extending over a period 
of three months is open to qualified medical practi- 
tioners. On completion of the course a certificate of 
attendance is granted to the student with the privi- 
lege of remaining three months as an assistant in 


the clinic. 
1. Daily Clinics in Dis- 6. External Diseases of 
pensary the Eye 
2. Refraction 7. Operative Surgery 
3. Muscular Anomalies 8. Physiological Optics 
4. Ophthalmic Quizes 9. Pathology 
5. Ophthalmoscopy 10. Ophthalmic Neurology 


The course begins October, January, April and July. 
A vacancy occurs on the House Staff July, 1921. 
DR. G. H. GROUT, Secretary 
500 W. 57th St., New York City, N. Y. 


Nashville Private 
Maternity Hospital 


For the care and protection 
of unfortunate young women. 


DR. J. H. PRESTON, Physician 
Address: MRS. L. SWEENEY 
1230 Second Avenue, South 
Phone, Main 3791 NASHVILLLE, TENN. 


Medical College of Virginia 


eer, COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 

New college building, completely equipped and 
modarn laboratories. Extensive Dispensary service. 
Hospital facilities furnish 400 clinical beds; individ- 
ual instruction; experienced faculty; practical cur- 
riculum. For catalogue or information address 

J. R. McCAULEY, Secretary 


1140 E. Clay Street Richmond, Virginia 


The New York Skin and Cancer Hospital 


SPECIAL POST GRADUATE INSTRUCTION 
1—Hospital and Dispensary instruction diagnosis 
and treatment of diseases of the skin. 
2—Instruction in syphilis—diagnosis, nee 
work and treatment. 
3—Instruction in X-Ray Therapy. 
4—Laboratory instruction in the pathology of 
skin diseases and new growths, including clin- 
ical methods for the demonstration of the 
commoner parasites. 
5—Hospital and dispensary instruction in the 
Will be given as follows: 
surgical treatment of cancer. 
Apply to Superintendent 
For Graduates in Medicine 


301 E. Nineteenth Street, NEW YORK CITY 


Vo 
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UNIVERSITY OF LOUISVILLE 


MEDICAL DEPARTMENT 


Eighty-third Annual Session begins Sept. 
20, 1920. Entrance requirements for the 
1920-21 session—two years of College work 
including Physics, Chemistry, Biology and 
English, in addition to the tifteen units’ 
work in an acredited, standard high-school. 


The two-year premedical course of in- 
struction is given in the Academie Depart- 
ment of the University. A combined B.S., 
M.D. degree granted after two years of 
study in College of Arts and Sciences and 
four years in Medical Department. 


Well equipped laboratories under full- 
time teachers; Clinical work in the New 
Million-Dollar City Hospital. All-time 
teachers in Clinical Medicine and Surgery. 
Co-educational. For further information 
and catalogue, address the Dean. 


HENRY ENOS TULEY, M.D., 


Louisville, Ky. 


The Graduate School of Medicine 


of the 


University of Alabama 
Announces special courses 


In Medical and Surgical Diagnosis 


For further information address the Dean 


JAMES S. McLESTER, M. D. Dean 
930 South 20th Street 
BIRMINGHAM 


which clinical teaching is done. 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two yearsof college work, including modern languages. 
Chemistry, Biology and Physics, in addition to an approved four year high school course. 


Facilities for Teaching—Abundant laboratory space and equipment. 
hospitals absolutely controlled by the faculty and thirteen hospitals devoted to specialties, in 


The next regular session will open October 1, 1920. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 


Three large general 


LOYOLA POST-GRADUATE SCHOOL OF MEDICINE 


Combining New Orleans Post-Graduate Schvol of Medicine. 
Louisiana Post-Graduate School of Medicine. 


Offers courses in all branches of medicine and surgery. 
Special facilities for courses in the Eye, and the Ear, Nose and Throat. 
Faculty numbering over eighty. Abundant cadaveric material. 


“oe clinical material in all the hospitals of New Orleans, the medical metropolis of the 
outh. 

Students admitted to all courses throughout the year. 
JAMES M. BATCHELOR, M.D., President. 


Address all Communications to the Secretary, 1533 Tulane Ave., New Orleans, La. 


JOSEPH A. DANNA, M.D., Secretary. 
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ACIDOSIS TESTING OUTFITS © UREA ESTIMATIONS 

Alkali Reserve of Blood; Alveolar Air Carbon Of urine and blood. Urease-Dunning rapid and 
Dioxide Tension; Alveolar Air Carbon Dioxide accurate. Supplied in twenty-five milligram tab- 

a Tension and Alkali Reserve of Blood, Combined; lets in packages of 40 tablets, 500 tablets and 

? Hydrogen-Ion Concentration. 1000 tablets. 

RENAL FUNCTIONAL TEST BLOOD COLLECTING DEVIGES 

® Phenolsulphonephthalein. Ampules_ containing Keide] Vacuum Tubes for the Wassermann and 

a a sotation, biologically standardized — .006 other reactions. Convenient and protective. 

4 

" DUNNING COLORIMETER BLOOD CULTURE VACUUM TUBE 

‘= For applying the Phenolsulphonephthalein renal Containing medium, either glucose bouillon, or 
functional test. ox-bile, glycerin and peptone. 

INDICATORS FOR CYSTOGRAPHY AND PYELOGRAPHY 

For hydrogen-ion concentration. Covering a Thorium Solution. Colorless and non-staining. 
continuous range from 1.2 to 9.8. In decigram 10 per cent for cystograms and 15 per cent for 
and gram packages. pyelograms. 


Literature Upon Request 


HYNSON, WESTCOTT & DUNNING 


BALTIMORE 


HEADQUARTERS 


( > Our facilities make us headquarters for the En- 
LABORATORY docrine Gland and Organotherapeutic products. | 


LABOR’ 
\ PRODUCTS, 


LIXIR OF ENZYMES is a palatable preparation of the proteolytic and 
4 curdling ferments that act in acid medium. It is recommended as 


an aid to digestion and as a gastric tonic generally. 


4 Pituitary Liquid 2 

% ec. c- and 1c. c. Elixir of Enzymes is of special service in correcting faulty proteid 
a ampoules, 6 in metabolism, which is one of the principal causes of autointoxication. 

q box, Elixir of Enzymes is an excellent adjuvant and vehicle for exhibiting 
4 iodids, bromids, salicylates and other drugs that disturb the digestive 
F. Pituitary powder functions. One dram of Elixir Enzymes will carry 46 grains of potassium 
7 and tablets. An- iodid or 45 grains of sodium salicylate or 17 grains of potassium bromid. 
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At the time the subject for this paper 
was requested I had been so impressed 
with the number of cases of visceral syphi- 
lis encountered during a relatively short 
period that I inadvertently chose this title. 
On studying the literature, I find that Dr. 
Lewellys F. Barker, in two previous pa- 
pers along the same line, has so completely 
covered this subject that I can add or sub- 
tract practically nothing from what he has 
said. I have been impressed while trying 
to prepare this commonplace communica- 
tion that Osler was right when he said: 
“Know syphilis in all its manifestations 
and relations and all other things clinical 
will be added unto you.” The vastness of 
the literature on the subject of visceral 
syphilis alone amazed me, and before I 
even began to put together any ideas on 
the subject I saw that if I had undertaken 
to write a treatise on medicine itself, I 
could not have selected a much more com- 
prehensive title. 

Syphilis is a common disease. Its preva- 
lence in every community and in every 
walk of life is just beginning to be real- 
ized. Just what proportion of the entire 
population is affected is not definitely 
known, but Wassermann reactions have 


_ *Read in Section on Medicine, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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been done upon thousands of cases admit- 
ted to hospitals and these reports are now 
available. Thus, out of 10,000 cases ad- 
mitted to a Philadelphia hospital during 
1916 and 1917 Rosenberger reports that 
27 per cent were positive in 1916 and 26 
per cent in 1917. Of about 3,000 cases ad- 
mitted to a St. Louis hospital the positive 
serum reactions varied from 6.3 per cent 
in the private well-to-do class to 30 per 
cent among the negro ward cases. Again, 
at a United States Army base hospital at 
Fort Riley, 13.8 per cent of white and 24.1 
per cent of negro soldiers admitted for all 
causes gave a positive Wassermann. Large 
groups of private patients who came for 
diagnosis have been reported, with aver- 
ages of from 15 to 20 per cent positive. It 
is interesting in this connection to know 
that 15 per cent of these cases giving a 
positive blood test showed no signs of the 
disease. In autopsy material, the inci- 
dence of syphilis is even greater. Observ- 
ers report it in from one-third to two- 
thirds of all adults. 


There can not be a more fascinating 
study than syphilis. There is a reason for 
this. When the diagnosis of syphilis is 
established in late lesions, we know that 
treatment offers much more hope than in 
conditions simulating it. We may not be 
able in the vast majority of cases to effect 
a cure, but the patient is delighted when 
the symptoms disappear, as they so often 
do under proper treatment. It is neces- 
sary to distinguish in so many cases be- 
tween syphilis and malignancy that we 
frequently find ourselves hoping for a 
positive Wassermann report on cases for 
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diagnosis. As an example, a patient is 
seen with a growth on the tibia and the 
question of sarcoma arises. Perhaps it is 
a nodule in the tonsil, or an ulcer on the 
tongue or soft palate suggesting carci- 
noma, or it may be a growth in the testis 
or enlargement of the liver, or tumor of the 
brain or mediastinum simulating malig- 
nancy. In conditions of this kind I know 
nothing more satisfactory than’to get a 
positive Wassermann report and see these 
lesions clear up under treatment. There 
are other symptoms and conditions in 
which a diagnosis of syphilis when estab- 
lished gives us an equal amount of satis- 
faction. Among these may be mentioned: 
violent chronic headaches, aphasias, con- 
vulsive seizures, or attacks of unconscious- 
ness, paralysis of various muscles, obscure 
joint conditions and attacks of angina pec- 
toris. 

During the past ten or fifteen years no 
other disease has received the same 
amount of attention as has syphilis. Since 
the discovery in 1905 of the spirocheta- 


pallida as the causal organism, followed 
closely by the announcement of the Was- 
sermann reaction the next year, and in 
1910 the introduction of arsphenamine, 
our knowledge of the disease, its diagnosis 
and treatment has made progress which is 


really marvelous. Is it too much to hope 
that in the not far distant future with still 
better methods of treatment, late mani- 
festations in the nervous system and vis- 
cera may be an uncommon occurrence? 

An early diagnosis of the specific nature 
of the initial lesion is not a difficult matter 
by dark-field examination. And it is little 
less than criminal on the part of the phy- 
sician to await the advent of secondaries 
or even a positive Wassermann reaction. 
It is in this early stage, before the Wasser- 
mann becomes positive, that there is the 
greatest chance foracure. Unfortunately, 
only a small percentage of the profession 
are taking the pains to have dark-field ex- 
aminations made, though the apparatus 
and skill necessary for this should be in 
the equipment of any one treating this dis- 
ease. However, it is not in the province 
of this paper to discuss diagnosis of pri- 
mary lesions, for it is with the later mani- 
festations that the internist is most often 
confronted. 
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There is no malady which in any way 
approximates syphilis in the variety of le- 
sions and symptoms which it produces. So 
widespread and occult are its reactions 
that physicians doing purely diagnostic 
work must insist upon a routine Wasser- 
mann examination in all cases coming un- 
der their observation. It is necessary in 
every obscure case to bear syphilis in mind. 
When confronted with a new case we 
should ask ourselves the question, “Has 
this patient been infected with syphilis?” 
If so, “Can this condition be explained by 
syphilis?” 

Every medical condition in a patient 
having a positive Wassermann is not nec- 
essarily due to syphilis. Syphilitics may 
have any other disease that non-syphi- 
litics have, but it is remarkable how often 
the treatment of the luetic condition 
causes the disappearance of lesions 
thought to be due to entirely different 
causes. Failure to appreciate this fact 
may be the cause of error. For example, 
it is not infrequent to see cancer of the 
tongue occurring in patients with positive 
Wassermann reactions. In these cases 
sometimes six to eight weeks are lost in 
treatment with arsphenamine. However, 
another case resembling these closely 
clears up completely in a short time under, 
intensive anti-syphilitic treatment. As 
an illustration of this I might cite two 
cases in my own experience: 

1. A physician of about sixty years of age con- 
sulted me. for a growth on the tongue that was. 
apparently a carcinoma. He had been treated for 
lues many years previously. His Wassermann 
was negative. In spite of that, at the request of 
his surgeon, I gave him six doses of neo-arsphen- 
amine. This did not influence the growth, which 
was removed and proved to be a carcinoma. The 
mistake in this case was in waiting too long, for 


a leutic lesion of that kind in the mouth is usually 
improved after the first dose of arsphenamine. 


2. I remember very vividly a nice old lady, a 
grandmother, who came to see me in regard to 
an ulceration on her tongue which had all the 
appearances of a beginning cancer, but her blood 
gave a four-plus Wassermann, and the lesion 
healed in two weeks under anti-leutic treatment. 

Time will not permit us to discuss in 
detail all the manifestations of syphilis, 
but I deem it advisable to enumerate the 
different systems of the body with the 
lesions of each most frequently encount- 


ered. 
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THE CIRCULATORY SYSTEM 


The most important lesion in point of 
frequency is an aortitis which often in- 
volves the aortic valves producing aortic 
valvular incompetency and, more rarely, 
stenosis. It may affect the coronary arte- 
ries, at times resulting in a narrowing of 
the lumen of these vessels. It is the com- 
monest cause of aneurysm of the arch of 
the aorta. Syphilitic degeneration of the 
heart muscle jis m frequent finding in 
these cases. So common is the involve- 
ment of the aorta in syphilitic processes 
that it outranks rheumatism as a cause of 
valvular disease. Warthin, from  post- 
mortem examination of 200 cases of syph- 
ilis, of which fifty were congenital, con- 
cludes that syphilis is the most important 
cause of both endocarditis and myocard- 
itis. He found spirochetes more often in 
the heart and aorta than elsewhere in the 
body, and confirms the fact that syphilis 
is essentially a vascular disease. Un- 
treated and poorly treated cases of syph- 
ilis develop aortitis to a degree variously 
estimated from 30 per cent to 80 per cent, 
and a large percentage of these cases will 
later develop aneurysm. Although the 
spirochetae early invade the walls of arte- 
ries and the heart muscle, usually ten to 
fifteen years elapse before signs of aortitis 
appear. Among the prominent symptoms 
are: 

1. Substernal pain or perhaps only a 
feeling of dull depression in the precordial 
region. 

2. Slight dyspnea. 

3. Attacks of angina which is increased 
on exertion. 

4. The mediastinum may become in- 
volved from these changes in the aortic 
wall and in addition to substernal pain 
may give rise to pain on swallowing. 

Any of these symptoms call for a Was- 
sermann test and an examination of the 
chest by x-ray. That -aortic aneurysm 
was closely related to syphilis had long 
been suspected, but since 1908 by a more 
extended use of the Wassermann reaction 
it has been shown that 75 per cent of all 
aneurysms are luetic in origin. When 
investigated these will be found to have 
been preceded for the most part. by symp- 
toms of aortitis. Sclerosis of the coro- 
Nary arteries gives rise to attacks of an- 
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gina pectoris which in patients under 50 
years of age is most often syphilitic in 
origin. Aneurysms of other large arte- 
ries are less common than of the aorta, 
but lues must be excluded in every case 
of non-traumatic aneurysm. I shall cite 
only two cases coming under this head: 
1. A married woman of forty-two complained of 
typical anginal attacks with pain running into 
her left arm and the fear of impending death. 
Blood pressure normal. Heart not enlarged, no 
murmurs. Her husband had consulted me previ- 
ously for syphilis. Her Wassermann was four 
lus. Treated. She was soon completely re- 


ieved. 
2. A white farmer, aged sixty-eight, for five 


months had noticed a pain or soreness across the 
upper abdomen and under the ribs. This pain at 
times was transferred to the back under shoulder 
blades. It was worse at night. Examination 
showed cardiac hypertrophy and dullness in the 
second intercostal space, slightly increased to 
left. No murmurs. X-ray showed an aneurysm 
of arch of aorta. Wassermann four plus. 


THE RESPIRATORY SYSTEM 


Syphilis of the lungs has always been 
considered of rare occurrence. With the 
application of new pathologic criteria 
which have been evolved since the discov- 
ery of the spirochete, characteristic syph- 
ilitic lesions have been found in a much 
larger percentage of autopsies than for- 
merly. Warthin finds evidence of syphi- 
litic infection in the lung in 40 per cent 
of 750 autopsies. Syphilis may occur also 
in the pleura and the pulmonary artery. 
Spirochetes have been demonstrated in 
these lesions many times. The physical 
signs are not distinctive and usually sim- 
ulate tuberculosis which it often accom- 
panies. Gummata may occur in the wall 
of the tubercle and may cause an old focus 
to light up into activity. The diagnosis 
must rest upon x-ray findings, the Was- 
sermann reaction, and finally the thera- 
peutic test. An interesting case in this 
connection is the following: 


The patient, a business man of thirty-five, con- 
sulted me in March, 1918, for a paroxysmal cough 
which had persisted for two or three weeks. His 
family history was negative. His personal his- 
tory was unimportant except that for a year pre- 
viously at intervals he had been treated for neu- 
ritis of his left arm. The pains in this arm at 
times had been severe, but never enough to re- 
quire morphine. His habits were good. . He de- 
nied venereal infection. His present trouble be- 
gan about three weeks ago when he caught cold 
and began to cough. This had grown worse and 
he said that it kept him awake at night. He 
thought he had had no fever, and no night sweats 
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nor hemoptysis, though he coughed up some yel- 
lowish sputum. His physical examination was 
negative with the exception of a few indeterminate 
rales at the left apex below the clavicle. X-ray 
plates of his chest were negative for both lungs 
and heart and aorta. His blood pressure was 
120/75; temperature 98°; pulse 78. Urine and 
sputum were both negative. Three days later he 
had several violent paroxysms of coughing and 
coughed up a pint or more of blood. Hemoptysis 
continued for three weeks. His blood, when ex- 
amined, showed a four plus Wassermann. Under 
ne and mercury his cough improved 
within a few weeks and he has had no return of 
this trouble since. 

Other lesions of the respiratory tract 
occurring in the nose, pharynx and larynx 
while of interest to the internist come 
more within the field of the nose and 
throat specialist. 


THE ALIMENTARY SYSTEM 


Aside from primary and secondary le- 
sions of mouth and pharynx, and rectum, 
the late lesions in the alimentary tract are 
rare if we except the reactions in the 
liver. That involvement of the stomach 
is less rare than has been heretofore sup- 
posed is a growing conviction. The man- 
ifestations in, the abdominal viscera most 
frequently encountered are gummata in 
the liver. Very frequently this condi- 
tion, resulting as it does in a nodular en- 
largement of the liver, with pain, ascites, 
vomiting, etc., is mistaken for cancer. 
Regardless of the Wassermann test every 
such case should have vigorous anti-syphi- 
litic treatment. Often one is surprised 
to see a case so diagnosed get well. Some- 
times the condition resembles Banti’s dis- 
ease closely, or gall-stone colic is sug- 
gested, and Wile has reported others that 
simulate acute yellow atrophy. Fever is 
often present in syphilis of the liver, but 
is not characteristic. Enlargement of the 
spleen is a common accompaniment, and 
in congenital syphilis is most frequent. 

In 1908 there was admitted to the ward at St. 
Joseph’s Hospital a girl of sixteen years of age— 
sexually undeveloped with no enlargement of the 
breasts and absence of pubic hair. She had never 
menstruated. Her hemoglobin was 30 per cent, 
red blood cells 1,700,000. A very large spleen 
extended four fingers below the margin of the 
ribs. A diagnosis of splenic anemia was made 
and splenectomy performed. After apparently do- 
ing well for ten days she suddenly died. Autopsy 
showed the liver filled with gummata and micro- 
scopic sections of the spleen showed tertiary le- 
sions. 
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In other parts of the digestive tract the 
stomach offers a field for study, and when 
the x-ray reveals an atypical ulcer or 
growth, lues must always be in mind. Dif- 
ferential diagnosis from cancer is often 
most difficult and both may be present. As 
with the stomach, clinical interest in other 
parts of the alimentary tract centers chief- 
ly in the tertiary lesions and those in the 
rectum consisting of gummata, ulceration 
and stricture are the most important. A 
not unusual case is the following: 

A negro man aged forty-eight suffered for nine- 
teen years with epigastric pain. This was severe 
enough at times to require morphin. He vom- 
ited considerable blood in several attacks. Was. 
confined to bed for a large part of his time. X-ray 
examination showed almost complete obstruction 
at pylorus with a large filling defect at this point. 
His Wassermann was very positive. Immediate 
gastro-enterostomy was advised on account of his. 
condition. This, followed by neo-arsphenamine 
and mercury, gave complete relief. 


THE OSSEOUS SYSTEM 


The clinical similarity between tubercu- 
lous joint disease and that due to inherited 
syphilis was pointed out by Roberts recent- 
ly. This is shown by the fact that fifty-one 
cases of syphilitic joint disease in one of 
his series were diagnosed by twenty-six 
experienced surgeons as tuberculosis and 
treated on that assumption for periods 
varying from a few months to fifteen 
years. He states that in the majority of, 
cases evidence of parental infection, or 
stigmata, or positive Wassermann react- 
ions were found and all improved under 
mercury and potassium iodide. Roberts 
claims that it is unwise to make a positive 
diagnosis of joint tuberculosis until five 
or six weeks of vigorous anti-syphilitic 
treatment have been given. Others have 
shown that many lesions of the vertebrae 
are luetic when clinically Pott’s disease is 
diagnosed. Illustrating this point is the 
following case: 

A man, aged forty-four, had an enlargement of 
the knee joint which had been diagnosed by two 
local surgeons as tuberculosis. Plaster casts were 
applied. He had also been to a well known or- 
thopedist in a neighboring city, who made the 
same diagnosis and applied the same _ treatment. 
Not satisfied, the patient went to a clinic where 
a routine Wassermann was done and his blood 
was found positive. He was referred to me for 
treatment and in a few weeks the condition was 
practically cured. This patient had a negative 
venereal history, but on investigation it was found 
that his father, long since dead, had had a luetic 
infection in his youth. 
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THE GENITO-URINARY SYSTEM 


It is only the late lesions of syphilis in 
the genito-urinary system which are of 
especial interest to the internist. The most 
frequent of these manifestations are gum- 
mata of the testis, which condition always 
demands differentiation from malignancy. 
Syphilitic orchitis, hydrocele, and gum- 
mata throughout the urinary tract have 
been reported. In Warthin’s series of 
autopsies referred to above, he found les- 
ions in the testis more frequently than 
elsewhere except in the circulatory system. 
A rather interesting case is the following: 


A young man, aged thirty, consulted me because 
he had two boils on his arm and wished to have a 
vaccine made. Just under the skin at the elbow 
were two small swellings about the size of filberts, 
one of which was discharging and the other ap- 

arently softened and ready to open. A small 
incision was made and a culture of the pus taken 
for a vaccine. The next day and even forty-eight 
hours later there was no growth on the culture 
media. When he returned, one of our surgeons 
was asked to see the arm, and he thought that I 
had opened a softened sebaceous cyst. On obtain- 
ing a history from the patient I found that he 
had had two years before what his doctor called 
a boil on his forehead. This had taken weeks to 
heal and the scar still remained. Examination 
revealed a large tumor in the scrotum, apparently 
the left testis, which was the size of an orange. 
He thought that it resulted from a strain two 
years before. He stated that he had never had a 
venereal sore, though he had had one attack of 
gonorrhea ten years previously. His Wassermann 
was four plus and under intensive anti-syphilitic 
treatment his “boils” healed up promptly, the 
testis shrunk to about one-third of its size, and he 
gained twenty pounds in weight in three months. 

In this connection we may also mention 
nephritis of purely syphilitic origin. 
Though rare, there are undoubted cases of 
this on record. The following is sugges- 
tive: 

A widow aged thirty-eight complained of in- 
creasing weakness, but no loss of weight. She 
had regular afternoon rise of temperature. Her 
phn history was negative except that her 

idneys were pronounced “weak” after an attack 
of scarlet fever in childhood. The husband died a 
year ago with tuberculosis of the kidneys. Vene- 

real history was negative. Careful examination 
of the chest and radiograms of chest were nega- 
tive. Radiograms of the urogenital tract as well 
as a physical examination showed a low movable 
right kidney. Urinalysis of a catheterized speci- 
men showed a trace of albumin, numerous red 
blood cells, and an occasional hyaline cast. The 
question of cystoscopic examination arose, but 
before this was done a Wassermann reaction re- 
sulted four plus. The urine returned to normal, 
and the general condition improved rapidly after 
several doses of neoarsphenamine. 
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THE NERVOUS SYSTEM 


Involvement of the central nervous sys- 
tem may occur early in the secondary stage 
of this disease, but symptoms of tertiary 
lesions are especially important in that 
they often precede locomotor ataxia or 
general paralysis. Irregularity of the 
pupils, ophthalmoplegia, bladder disturb- 
ance, change in sexual power, gastric 
crises, pains in the legs or arms, or “rheu- 
matism”, may all be the fore-runners of 
tabes. Aphasias, transient or permanent, 
paralysis of muscles or groups of muscles. 
areas of anesthesia or paresthesia, may in 
many cases be due to syphilis. Uncons- 
ciousness or convulsions of any kind if not 
satisfactorily explained call for a blood 
Wassermann and a complete spinal fluid 
examination. The blood Wassermann in 
these cases may be negative. Some ob- 
servers report it as high as 30 per cent 
negative in tabes alone. The diagnosis 
of cerebro-spinal lues is greatly aided by 
the findings in the spinal fluid, namely: 
a positive Wassermann reaction, number 
of cells increased, increased globulin and 
the type of curve with colloidal gold solu- 
tion. Syphilis of the central nervous sys- 
tem must be thought of and sought for in 
practically every case presenting symp- 
toms which can be referred to the brain 
or cord. Gummatous meningitis and 
syphilitic arteritis of the brain can give 
rise to such a wide variety of symptoms 
that time will not allow us even to men- 
tion them. It would be easy for any one 
to multiply examples of interesting cases 
of cerebro-spinal lues. However, I will 
cite only one. 

A white farmer aged 38 was seized with vom- 
iting which persisted for two hours. For the past 
twenty months he had been subject to such at- 
tacks, lasting from a few hours to ten days. At 
first they occurred at intervals of two months, but 
recently had been coming every month. He had 
been a heavy drinker, but had taken no alcoholic 
liquor lately. He had lost 30 or 40 pounds in 
weight in the past two years. He had had no 
lightning pains, no difficulty in walking at night, 
no “girdle sensation” or loss of sexual power, but 
for the past month had had double vision. He 
denied syphilis and said that his blood and spinal 
fluid had been examined several times and Was- 
sermann reactions were always negative. 

He was a very strong muscular man of about 
160 to 170 pounds, six feet one or two inches tall. 
One eye was kept closed on account of his diplopia. 

The pupils were equal and reacted to light slowly. 
The knee jerks were normal. He was vomiting 
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every few minutes. He refused to have a nurse 
or go to a hospital. Morphin was given that day 
and again on the day following. The second day 
afterwards he was still vomiting and he was 
given another hypodermic, this time of heroin. 
Within thirty minutes he became unconscious and 
had generalized tonic convulsions, both arms and 
legs being involved. He was in extreme opis- 
thotonos. His color was good, but laryngeal 
stridor very marked. Under morphine he became 
quiet after two hours and in about ten hours be- 
came more conscious. By the next day he was able 
to talk. 

Urinalysis: 1022, heavy trace of albumin, no 
sugar, many hyaline casts. Blood pressure, sys- 
tolic only 98, diastolic 80. Blood Wassermann 
was two plus with one antigen and negative with 
another. 

Spinal fluid examination: Wassermann four 
plus, cells 166, globulin increased, colloidal gold 
curve suggestive of cerebro-spinal syphilis (3,221,- 
100,000). He improved under treatment for three 
or four weeks when he had a mild vomiting spell 
and returned to his home in another state. 


In conclusion, I wish to say that I real- 
ize how imperfectly I have presented so 
vital a subject. Necessarily many points 
have been omitted. Syphilitic fever, which 
has been stressed by Osler, the elder Jane- 
way, Barker and others, has not even been 
mentioned, and many other points were 
only touched upon, but I hope that I have 
indicated, if even in a very feeble way, 
the tremendous importance of a knowl- 
edge of syphilis to the internist. 
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DISCUSSION 

Dr. Henry A. Christian, Boston, Mass.—It is 
always worth while to have this topic brought to 
our attention. The old dictum is that the man 
who knows syphilis knows all medicine. If that 
was applicable, as it apparently was in the days 
before the Wassermann test, how much more is 
it true today? The Wassermann test is one of 
the very important contributions that have been 
made in the last few years to our methods of 
diagnosis, and I firmly believe im its efficiency. 
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When we organized the medical service at the 
Peter Bent Brigham Hospital in 1913, we insti- 
tuted the custom of making a Wassermann reac- 
tion on the blood of every patient admiited to 
the medical service, and that has paid us four- 
fold and more since. 

At the same time, we should be skeptics about 
the reaction. By that I mean when a report 
comes back from the laboratory of a positive re- 
action, or a negative reaction, that does not fit 
in with the general appearance of the case and 
the opinion that you have formed, make your first 
step one of doubting the laboratory report. 
There are many sources of error in the Wasser- 
mann reaction, some of which begin before the 
blood arrives at the laboratory. There is no 
harm to the patient if a few days’ delay inter- 
venes and the test is repeated. Over and over 
again in what seems to be a pretty well organized 
diagnostic machine we encounter mistakes of this 
kind. It is not fair to treat any patient who 
has not obviously syphilis on the basis of a posi- 
tive reaction until that reaction is repeated and 
is again positive. Obviously the same thing ap- 
plies when the reaction is negative. You will 
save errors in diagnosis and errors in treatment 
by a reasonable amount of skepticism as to the, 
efficiency of the laboratory in connection with 
that particular specimen. It is not an unfair 
criticism of the laboratory to doubt its results. It 
is a stimulating thing, and it puts it up to them 
to make good to point out the fact they have 
made a mistake, if that is the case. 

I am particularly pleased to have a chance to 
emphasize that phase of the subject because I 
have seen a considerable number of errors made 
on that basis. At the same time I want to say 
that does not mean I have not the highest degree 
of confidence in the reaction, and that I use it 
repeatedly, and if the reaction turns out to be 
positive on several occasions, and that result is! 
controlled, in my own opinion of the case, I con- 
clude that I was wrong in believing that the case 
was not syphilitic, and I go ahead and treat the 
patient on the basis of that evidence of syphilis. 
I do not accept a single reaction, be it positive or 
negative, which is against my clinical judgment 
of the case until I am shown the reaction is right 
and I am wrong. 


Dr. J. B. McElroy, Memphis, Tenn.—I think it 
may be stated, as a general rule, that a positive 
Wassermann reaction means active syphilis where 
it is done properly, and I want to emphasize what 
Dr. Christian has said and add to that that the 
corallary does not follow that the disease for 
which the patient seeks relief is necessarily due 
to syphilis: because the patient gives a positive 
Wassermann reaction. That is a question which 
is particularly to be taken into consideration in 
the diagnosis of visceral syphilis. On the other 
hand, there are many cases of. visceral syphilis 
which do not give a positive Wassermann reac- 
tion. In these cases many times the luetin test 
of Noguchi is more sensitive, and even this is 
sometimes negative. These facts tend to empha- 
size a fact which I think ought to be particularly 
emphasized at the present time, namely, that the 
laboratory findings are only an aid in enabling us 
to make a diagnosis; that in the giving of a diag- 
nosis we must take into consideration the anam- 
nesis, the physical findings, and the data collected 
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from evéry source before we can arrive at a sat- 
isfactory diagnosis. 

With respect to the question of cardiac syphilis, 
it has been very aptly and tersely expressed in a 
hibernicism, “the syphilitic heart is not a heart. 
at all; it is an aorta.” Our knowledge of syphi- 
litic aortitis, both clinical and anatomical, was 
brought forth by the brilliant researches of 
Hodgson and Welch, and the confirmation of this 
knowledge in recent years by the Wassermann 
reaction, as well as by the demonstration of the 
treponema in the lesions, has led us to forget that 
sometimes aortitis is the result of other infec- 
tions rather than syphilis. That has been called 
to our attention by Allbutt in that mine of in- 
formation he gives us with respect to vascular 
diseases in two volumes, including angina pec- 
toris. 

Syphilis of the aorta manifests itself clinically 
in a dilatation of the aorta, in aneurysm of the 
aorta, in constriction or obstruction of the coro- 
nary orifices, and in aortic endocarditis. Con- 
trary to the essayist, though, I have never seen 
aortic stenosis as the result of a syphilitic infec- 
tion. The treponema is a great dilator in the 
aortic region, and with respect to myocarditis, 
these cases of myocarditis, so called, which occur 
in late life, after forty years of age, and unas- 
sociated with any of these manifestations of 
syphilitic aortitis, are, according to my observa- 
tion, frequently erroneously diagnosed as chronic 
cardiovalvular disease, and are rarely, if ever, 
due to syphilis. It is true that syphilis in its ac- 
tion on the myocardium may manifest itself clin- 
ically with involvement of the bundle of His, in 
the production of heart block or the Stokes- 
Adams syndrome. 

A change in the heart muscle may give decom- 
pensation. 

With reference to pulmonary syphilis, consider- 
ing the manner in which it manifests itself, I 
think it may be divided into two groups clinically. 
The first group where there is marked fibrosis 
of lung associated with bronchiectasis and simu- 
lating fibroid phthisis. In the second and less 
common form, in so-called syphilitic phthisis, I 
think quite probably, with respect to the diag- 
nosis the conditions upon which we should make 
a diagnosis of syphilitic phthisis are too strict. 
It, however, is a very rare disease. I recall in 
my experience as a country practitioner many 
years ago a case occurring in a young negro man 
which gave all the manifestations of pulmonary 
tuberculosis, in which there were repeated exam- 
inations of the sputum with negative findings for 
tubercle bacilli, and upon physical examination it 
was found that the middle lobe of the right lung 
was particularly involved. At that time I had 
seen a statement made by Aufrecht that that was 
the seat of predilection for syphilitic manifesta- 
tions in the lung. Upon the strength of that 
(this was before the days of the Wassermann 
and before the days of salvarsan) he was put 
on mixed treatment and recovered entirely. 


Dr. Ellsworth S. Smith, St. Louis, Mo.—This 
paper is a timely one from the standpoint of the 
internist. There are two points I would like to 
accentuate especially as regards the cardiovascu- 
lar apparatus. One point is the frequency with 
which the cardiovascular apparatus is involved 
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and the damage that it does to the cardiovascular 
apparatus. According to Fordyce, 25 per cent 
of syphilitics succumb to some form of cardio- 
vascular disease in contrast with only 3 or 4 per 
cent of lues of the nervous system, and only 10 
per cent of all other lesions than lues, so that in- 
volvement of the cardiovascular apparatus is one 
of the most important results of syphilitic dis- 
ease. For instance, Brooks in his autopsy studies 
states that from 50 to 60 per cent of syphilitics 
die of circulatory diseases. The point I wish to 
accentuate is this, that heretofore we have gen- 
erally recognized syphilis of the cardiovascular 
apparatus fifteen to twenty years after the in- 
itial infection. The recent studies of Brooks are 
more hopeful. He calls attention to the fact that 
lues being essentially a vascular disease and be- 
ing really a septicemia, involvement of the cardio- 
vascular apparatus is one of the earliest manifes- 
tations. e cites the case, for instance, where 
a patient, quite a young man, succumbed to a 
small perforation of the aorta before the second- 
ary manifestation occurred—in fact, before the 
diagnosis was made—and yet the autopsy showed 
a definite syphilitic disease of the myocardium 
and syphilitic disease of the vaso-vasorum of the 
aorta. 

Since that time he has studied a number of 
cases and has instituted energetic treatment early, 
with the result that a certain proportion of these 
cases have never developed cardiovascular dis- 
ease, and those who did develop cardiosvascular 
disease early, in them the symptoms and signs 
have been controlled. In other words, the pur- 
pose of his work is to call attention to the fact 
that we should watch cardiovascular and renal 
syphilis as we should watch a case of cardiovas- 
cular involvement in rheumatic fever. We should 
watch the heart just as carefully in a case of 
syphilis as we should in a case of rheumatic fever 
in order that the lesions may be detected and 
treated energetically before an incurable condi- 
tion results, such as thoracic aneurysm, angina 
= and the other conditions that may de- 
velop. 

Aaitliee important point, I think, is the recog- 
nition of the chronic form of the disease in the 
way of chronic myocarditis. If we remember the 
dictum of Cabot that 12 per cent of all failing 
hearts are luetic, we should be careful in our ob- 
servations of cases of chronic myocarditis to 
think always of lues as a possible factor. If that 
is done, treatment along that line will often give 
us results where the treatment with cardiac rem- 
edies would give us no results. 


Dr. M. L. Graves, Galveston, Tex.—In the early 
days of my studenthood I heard one of my pro- 
fessors say that hysteria was the most protean 
of all diseases. I rather imagine if he were liv- 
ing today and had had a large experience in the 
treatment of internal diseases, or in the diagnosis 
of them, he would now conclude that syphilis is 
the most protean of all diseases, and it is quite 
appropriate. 

Dr. Bradley has given us an excellent resume 
of the effects of this infection upon the various 
organs of the body. 

A few years ago I read an excellent article 
from the pen of Dr. Barker in the American Jour- 
nal of Syphilis, the first issue of that journal, I 
believe, dealing in a most comprehensive manner 
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with this disease in its various aspects in connec- 
tion with the various systems and organs of the 
body, and from that time it has been my habit to 
refer the senior class to that article for such in- 
formation as they might desire or require. 


One hesitates to add to the list of diseases men- 
tioned by the doctor in his article and others, and 
yet I recall at the present time a very marked 
case of deep jaundice persisting on which a very 
reputable surgeon had operated for gall-stones, 
and which subsequently owed a four plus posi- 
tive Wassermann, and the patient was entirely 
relieved by antisyphilitic treatment. 


I have in mind two cases that simulated very 
closely a disease. which you shall hear about 
shortly, that of pernicious anemia, in which the 
superficial aspects of the case and a measurable 
degree of the blood findings approached the ex- 
hibit in pernicious anemia, so that one has to be 
extremely careful in drawing a diagnostic con- 
clusion. 


One other point I should like to touch upon 
here. The essayist, in recounting these various 
diseases, such as angina pectoris and others, re- 
marked that a few doses of arsphenamin or neo- 
salvarsan relieved or cured the patient. I just 
wondered as he was speaking about that if he 
meant relief of the patient from the syndrome 
with which he came complaining, and with it 
whether he has finished the treatment of the 
case. If so, not one of those patients has been 
cured. The patient has only been relieved of 
the immediate distressing symptoms. 


This disease, so important to the public, has 
its analogy in tuberculosis. I believe it was 
about 1882 we became familiar with the discov- 
ery of the tubercle bacillus, and yet I should say 
the remarks of Dr. Victor Vaughan made at a 
meeting of the Council on Health and Prblic In- 
struction of the American Medical Association 
last spring in Chicago, which surprised me, are 
quite measurably true. He stated that’ twenty 
years ago he made the prophecy that tuberculosis 
would be conquered in twenty years. He said 
nineteen years had already passed and tubercu- 
losis was no nearer solution today than it was 
when he made that prophecy nineteen years be- 
fore. He said: “If I were to repeat the prophecy 
now I.would extend the time for conquering it to 
five hundred years.” This appears to me to be 
drawing the bow a little strong in the light of 
scientific activities today, but that is measurably 
true of syphilis, and unless we treat it much 
more persistently and at a more early period of 
its occurrence, it will be more than 500 years 
before it is eradicated from the scourges of the 
human race. 


Dr. F. Walter Carruthers, Little Rock, Ark.— 
Only two or three points in reference to this 
subject come to my mind that I would like to lay 
stress on. One of them was emphasized by the 
roentgenologist in our hospital and that was the 
need of examination of the gastrointestinal tract 
in cases in which there was a suspicion of syph- 
ilis in the stomach. Examination of this tract by 
x-ray has revealed to us that almost immediately 
upon the introduction of the barium meal into the 
stomach it empties, and it has been proven that 
these cases give positive Wassermanns. 


In discussing the question of syphilis it is ab- 
solutely a crime for the medical profession to 
make a diagnosis of any disease without elim- 
inating —. It is a well known fact that 
we are all too prone to jump at a conclusion and 
make a final diagnosis. We can all recite or 
recall cases that without a doubt could have been 
cured if we had gone about making a diagnosis 
by elimination. There is never a medical meet- 
ing held, I venture to say, that some one does not 

et up and lay stress on the point of making 

iagnosis by elimination, yet we will go home 
and in a case like the one Dr. Graves has recited 
of the eminent surgeon who diagnosed gall-blad- 
der trouble because the man had jaundice, and 
operated. The follow-up records in such a case 
would fail to show any improvement in the case 
and as a last resort a Wassermann was made 
and found to be positive. The case was then 
treated to a successful recovery. I want to re- 
peat: we should in all our cases remember the 
predominance of syphilis. We know that it can 
clinically show itself to resemble any case known 
to man. It presents itself in every shape, form 
and fashion. Then why do we make a diagnosis 
without eliminating syphilis? 


Dr. William deB. MacNider, Chapel Hill, N. 
C.—I made this summer an observation that was 
interesting. We assume that aneurysms of the 
arch and of the thoracic aorta are luetic in ori- 
gin. We also believe I think that dogs do not 
have lues. This summer, during some experi- 
mental work, I found two beautiful aneurysms, 
one of the arch and one of the thoracic aorta in 
dogs. One was a pup and the other was a dog 
eight and a half years old. 


Dr. Tom A. Williams, Washington, D. C.—The 
question under consideration is one of diagnosis 
in the main. In the objections made by the va- 
rious discussors of the paper as to obscure cases 
which they had not suspected to be syphilis, and' 
which they later found to be syphilis, great reli- 
ance seems to have been placed on the Wasser- 
mann reaction. Now, we know quite well that 
in a large number of chronic syphilitics, espe- 
cially in cases of latent syphilis, and I am speak- 
ing in the main of syphilis of the nervous system, 
we do not find a positive Wassermann reaction; 
hence if one’s suspicion of the syphilitic nature of 
the case is to be judged only by the Wassermann 
reaction, we shall miss the diagnosis in a con- 
siderable number of cases. We are referring 
especially to cases in which there are obscure 
abdominal symptoms which do not show usually 
the signs of local disease in the abdomen, either 
by methods of clinical examination or by x-ray 
observations. We find that a number of these 
cases are not due to lesions in the abdomen, 
whether syphilitic or not, but they are due to 
lesions of the nerve roots, causing pain, produc- 
ing vomiting in some cases, producing uneasiness 
and various symptoms of that kind. In_ such 
cases, even when the Wassermann reaction is 
negative, if they are suspected to be_ possibly 
syphilitic, we find in many of them very definite 
objective signs, but these are revealed only on a 
close and careful study of the reactions of the 
nervous system; a fine study of the reflexes in a 
way not usually examined. I do not mean the 
common, familiar reflexes. Further, a very care- 
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ful study of the quantitative variations in the 
sensibility will often in such cases reveal the 
fact that a nerve lesion is present—a nerve lesion 
such as we know by experience occurs nearly ex- 
clusively in syphilis. Now, that applies not only 
to the abdomen, but it applies to obscure symp- 
toms all over the body. I have reported a num- 
ber of such cases as long ago as 1909. 


I want to make an appeal for a more careful 
neurologic study of every case in which the diag- 
nosis is obscure, even when the Wassermann re- 
action is negative and the symptoms do not seem 
to point to the nervous system. 


Dr. Bradley (closing).—I wish to say that I 
agree with Dr. Christian in regard to the reliance 
to be placed upon the Wassermann reaction. 
However, it has been my experience that we can 
rely on positive Wassermann reactions if these 
are done under our own supervision. It is ad- 
visable for any one doing diagnosis or treat- 
ment of syphilis to have a pretty. good working 
knowledge of the Wassermann test. One should 
know the difficulties of it, the way the Wasser- 
mann reactions are to be read, and what a posi- 
tive reaction looks like. He can then appreciate 
what a very positive reaction means, or what a 
faintly positive or negative reaction means. 


There is no doubt that there are many cases of 
late syphilis which shows negative Wassermann 
reactions in the blood. That point was not more 
emphasized for want of time. 


Most cases of cerebrospinal syphilis that have 
no symptoms whatever have a negative reaction 
in the blood, but give a positive reaction in the 
spinal fluid. Cases have been reported as cerebro- 
spinal lues with negative Wassermann reactions 
in both blood and spinal fluid, but the diagnosis 
remains in doubt. There is one final test of 
syphilis besides the Wassermann reaction. It is 
the oldest test of all. I refer to the therapeutic 
test—vigorous antisyphilitic treatment. This is 
especially true in certain joint conditions, or in 
congenital syphilis, because a great many of these 
eases that give negative Wassermanns clear up 
promptly under antisyphilitic treatment. | 


The same thing is true of visceral syphilis 
which gives a negative reaction. Every case of 
suspicious cancer of the liver should be given 
antisyphilitic treatment. There is no harm done 
by so doing, and sometimes these cases get well 
under that treatment. 


Dr. Graves seems to think that I stated that 
eases of syphilis cleared up in one or two years 
under neoarsphenamin treatment. I hope the 
Section did not get that impression. I was not 
giving the treatment of syphilis. When I stated 
that a case improved after one or several doses 
of arsphenamin I did not mean to say that that 
was all the treatment he received. I mentioned 
this to further prove that the diagnosis of syph- 
ilis in that case was probably correct. Naturally 
many of the cases cited are still under treatment. 
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A PHYSIOLOGIC BASIS FOR THE 
TREATMENT OF CHRONIC 
CONSTIPATION* 


By HORACE W. SoPER, M.D., 
St. Louis, Mo. 


The researches of Rosenheim, Holz- 
knecht, Case, Cannon, Hurst and others in 
the physiology of defecation have enabled 
us to place the treatment of chronic con- 
stipation on a rational basis. W. H. Mayo 
has made a careful study of the anatomy 
of the recto-sigmoid apparatus, and has 
pointed out the analogy existing between it 
and the cardia or pylorus. 

The recto-sigmoid has the same ar- 
rangement of circular muscle fibres and a 
similar nerve supply. Hurst designates 
this region as the recto-sigmoid angle and 
has shown that it performs an important 
function in regulating the time of the act 
of defecation. It appears that the recto- 
sigmoid apparatus holds up the column of 
feces and prevents it from entering the 
rectum until the proper time for defeca- 
tion has arrived. At this time the muscle 
fibres relax and permit fecal matter to 
enter the rectum. The weight of the feces 
excite the “muscle sense reflex,” causing 
expulsion of the rectal contents. This pro- 
cedure is repeated until, as Hurst has 
shown, the normal adult doing active mus- 
cular work will completely empty the colon 
from the splenic flexure to the anus. 

It must be emphasized that at all other 
times the rectum is free from fecal mat- 
ter. Under normal conditions but one such 
passage should occur daily. After the act 
of defecation it requires about twenty-four 
hours’ time for the fecal column to reach 
the recto-pelvic junction. About thirty- 
three hours’ time is required for a meal 
to be entirely evacuated from the gastro- 
intestinal tract. Food taken nine hours 
before the act of defecation should reach - 
the splenic flexure and part of it appear 
in the feces. These figures (Hurst) repre- 
sent the time required for the average 
healthy individual at active muscular work. 
Modifications must, of course, be made 
for the asthenic type, who habitually have 


*Read in Section on Medicine, Southern Medical 
Association, Fourteenth Annual Meeting, Louis- 
ville, Ky., Nov. 15-18, 1920. 
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a slower rate of gastro-intestinal motility, 
as well as the hypersthenic type, whose 
motility is higher than the average nor- 
mal, as pointed out by Mills in his work 
on Habitus. 

While the x-ray is the best means by 
which to determine colonic motility, sim- 
pler tests are available, e. g., a five-grain 
carmine or charcoal capsule given with the 
evening meal should appear (traces at 
least) in the feces evacuated the following 
morning. No trace of the carmine or 
charcoal should be present on the third 
morning, i. e., sixty hours after the inges- 
tion of the capsule. 

The first group of patients which I wish 
to consider belong to the class that I have 
designated simple, uncomplicated consti- 
pation. My case records show that this 
class is by far the largest one of all, repre- 
senting about 50 per cent of constipation 
from all causes. After a thorough study 
of such cases, including x-ray of the gastro- 
intestinal tract, feces analysis and procto- 


sigmoidoscopy, we find no evidence of or- 


ganic trouble. In other words, the mechan- 
ism necessary for the production of normal 
colonic function is intact, but through neg- 
lect and abuse it has become ineffective. 
These cases give a history of constipation 
lasting all the way from one to twenty-five 
years. The manner in which the constipa- 
tion has been produced is in all cases prac- 
tically the same. : 

After each period of defecation the pa- 
tient hurriedly empties the reétum only, 
the descending and iliac-colon remaining 
full of fecal matter. The recto-sigmoid ap- 
paratus again relaxes, permitting feces to 
enter the rectum. This produces a cal! for 
defecation. This is unheeded until finally 


the “muscle sense” of the rectum is lost 


and the patient resorts to the use of purga- 
tives and enemata. 


TREATMENT 


The patient must be instructed in the 
rudiments of colonic physiology. Enemata 
and all purgatives must be stopped at once. 
The fecal column must be permitted to 
form in the lower colon. It will require 
from three to four days for this restora- 
tion to occur. During this time patients, 
who are apprehensive of disaster, must be 
reassured. Nothing will happen even if 
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the bowels should not act. On the third 
day the sphincter should be dilated or 
preferably the procto-sigmoidoscope intro- 
duced. The passage of the instrument usu- 
ally excites enough stimulation to cause a 
passage. We have employed a form of 
colonic pressure which is valuable in aid- 
ing the patient to secure a complete evac- 
uation. The procedure is as follows: 

The patient should lean forward in the 
defecation posture, with the abdominal 
muscles relaxed, and make deep, steady 
pressure directly under the ribs deep in 
the costal angle on each side of the epi- 
gastrium. In all probability the benefit 
secured by such pressure is caused by a 
stimulation of the nervous mechanism of 
the colon. 

The patient is instructed to drink a pint 
of cold water upon arising, followed im- 
mediately by fifteen minutes of active 
muscular exercises directed towards the 
abdominal muscles. After breakfast he 
must make an attempt at defecation, al- 
lowing at least fifteen minutes’ time for 
the act. The diet must be generous, espe- 
cially rich in vegetables and fruits. Agar- 
agar is always helpful, inasmuch as it pre- 
vents too much drying of the feces and 
furthermore facilitates the passage along 
the colonic wall. 

The restoration of colonic function adds 
much to the well-being and health of such 
individuals. The time required is from 
four to six weeks. It is remarkable that 
the colon will undergo such abuse without 
developing any pathological lesions or suf- 
fering any serious crippling of the neuro- 
muscular mechanism. Many persons not 
of nervous temperament and not intro- 
spective have taken the discomfort pro- 
duced by daily purgation as a matter of 
course. This attitude is encouraged by 
some physicians who, regardless of the 
teachings of modern physiology, still think 
of the human colon as a sewer that should 
be kept flushed out. This is possibly a 
relic of the old humoralistic theory of 
pathology. 

I have considered above the cases of sim- 
ple, uncomplicated constipation, i. e., those 
who have been fortunate enough to escape 
serious damage. There remains a large 
percentage who are unquestionably dam- 
aged by the daily use of purgatives and 
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enemata. They may be grouped as fol- 
lows: 

Group I—Sphincter spasm and rectal 
contractures. 

Group II—Spastic contractures of the 
recto-sigmoid region and spasm of the iliac 
colon. 

Group III—Pus infections of the rectum 
and recto-sigmoid region. 

_ I1V—Atony of the rectum and sig- 
moid. 


SPHINCTER SPASM AND RECTAL 
CONTRACTURES 


In cases of this character the sphincter 
muscle is very tight and resists the intro- 
duction of the examining finger or instru- 
mentation. Inspection of the mucous mem- 
brane of the anal canal reveals the pres- 
ence of a mild inflammatory process. No 
break in the membrane, such as an ulcer or 
fissure, is present. The entire rectum is 
contracted and resists the passage of the 
proptoscope. The rectal mucosa is deep 
red and congested. Some mucus and frag- 
ments of fecal matter are found in the 
folds. The patient complains of tenesmus 
and gives a history of several small inef- 
fectual daily passages. Treatment consists 
of dilatation of the sphincter and rectum 
by means of graduated protoscopes. The 
patient must be given the same instructions 
for the restoration of colonic function as 
considered above in the treatment of sim- 
ple, uncomplicated constipation. 


SPASTIC CONTRACTURE OF THE RECTO-SIG- 
MOID REGION AND SPASM OF THE 
ILIAC COLON 


These two conditions are often present 
simultaneously in the same patient. How- 
nl they may exist independent of each 
other. 


Spastic contractures of the recto-sig- 
moid region produce a definite syndrome, 
which I have designated as “sigmoido- 
spasm.” The patient gives a history of 
ever - increasing difficulty in obtaining a 
bowel movement. The passage is usually 
accompanied by pain in the left groin. The 
feces are fragmentary in character, con- 
sisting chiefly of small hard “marbles.” 
Enemata of water are introduced with dif- 
ficulty and often produce severe colic. Sig- 
moidoscopy reveals the presence of a very 
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tight contracture at the recto-sigmoid an- 
gle.. It is imposible to get the smallest size 
tube through it. It even resists the pres- 
sure of the cotton applicator. Sometimes 
it is possible to pass through the small oiled 
applicator. 

As I have shown elsewhere, solutions of 
magnesium sulphate applied directly to 
this area act as a specific in overcoming the 
hypertonicity of the circular muscle fibres 
of the recto-sigmoid apparatus. The cot- 
ton applicator is moistened with a satu- 
rated solution of magnesium sulphate made 
directly to the spastic area. Treatment is 
repeated every second or third day until 
the spasm finally relaxes and function is 
restored. 

Spasm of the iliac colon can be detected 
by means of palpation. Under normal con- 
ditions the iliac colon can be felt as a rather 
small cord, but it will alternately contract 
and relax under the palpating fingers. In 
atony of the iliac colon no contracture can 
be felt. In chronic spasm of the iliac colon 
it can be palpated as a rigid unyielding 
cord usually tender to pressure. Inasmuch 
as it is impossible to reach the iliac colon 
by the sigmoidoscope in most cases, resort 
is made to the following procedure: 


The patient is placed in the knee chest 
posture and the sigmoidoscope introduced 
as far as possible. A well lubricated soft 
rubber catheter is passed through the tube 
and from ane to two ounces of a saturated 
solution of magnesium sulphate injected 
by means of a piston syringe. The sig- 
moidoscope and catheter are withdrawn, 
the patient remaining in the knee chest 
posture for at least five minutes. These 
treatments are continued until the spasm 
relaxes. The patient must, of course, make 
the same efforts to restore colonic func- 
tion as described above in the treatment of 
simple, uncomplicated constipation. 


The results of specific treatment in these 
cases are brilliant and: permanent. Tem- 
porary relapses may occur in neurotic pa- 
tients and in those who are obliged to 
travel and are thus unable to follow their 
usual mode of life. 


In my opinion purgatives and the use 
of enemata are equally to blame for the 
production of the spastic contractures in 
this region of the bowel. 
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PUS INFECTIONS OF THE RECTO-SIGMOID 
REGION 


The rectum and sigmoid are especially 
likely to be invaded by the pyogenic micro- 
organisms, particularly the streptococcus, 
staphylococcus and several forms of diplo- 
coccus. In many cases the origin of the 
trouble is difficult to ascertain, but I am 
convinced that the water enema is respon- 
sible for many of the infections. It is 
probably introduced by the enema tube. 
Cases present themselves with varying 
degrees of infection, ranging from mild 
granular proctitis to severe ulceration of 
the entire mucous membrane. The aver- 
age case shows small ulcers here and there 
in the mucosa, which is covered with muco 
purulent material. Cultures are made di- 
rectly through the sigmoidoscopic tube by 
means of sterilized cotton applicators. Pa- 
tients, as a rule, complain of diarrhea, but 
investigation of the case will usually show 
that the daily amount of evacuated feces is 
quite small, most of the passage being 
formed of pus and mucus. Curiously 
enoughsevereformsof pus infection limited 
to the rectum and sigmoid often produce 
a definite stasis higher up in the colon. 
One of our cases who had a severe form 
of pus proctosigmoiditis of ten years’ du- 
ration showed an x-ray stasis in the trans- 
verse colon, which persisted for one week. 
In this case the infectious agent was in 
all probability introduced by the enema 
tube which had been in daily use during 
the course of a typhoid fever. 


Treatment of these infections consists 
in daily insufflations of a powder intro- 
duced through the sigmoidoscopic tube by 
means of a powder blower. The powder 
most efficacious consists of equal parts of 
bismuth subcarbonate and calomel. As I 
have previously pointed out, calomel is not 
dangerous, non-irritant, and the best anti- 
septic of all available powders. Further- 
more, it clings closely to the mucous mem- 
brane “like the frosting on a cake.” This 
method of using powder insufflations was 
first advised by Rosenburg and has not 
met with the recognition it deserves. It is 
far superior to all sorts of washes and 
liquid solutions. Liquid solutions are dan- 
gerous, inasmuch as they may carry in- 
fection higher up into the bowel and 
change a curable proctitis into an incura- 
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ble chronic colitis. Autogenous vaccine 
should be used in every case. However, 
chief reliance must be placed on local treat- 
ment. 


ATONY OF THE RECTO-SIGMOID 


Atonic conditions limited to the rectum 
and sigmoid have, I believe, been often 
erroneously attributed to the use of water 
enemata. In my experience such is not 
the case. A majority of the enema users 
show spastic conditions and infectious 
processes in the mucosa more often than 
atony. In all probability this assumption 
was produced by the fact that patients 
who suffer from atony of this region are 
forced to resort to the water enema as the 
only effective means at their disposal. 
When the rectum alone is involved in the 
atonic process, Hurst designates it by the 
term “dyschezia.” In my opinion the con- 
dition is produced in normal individuals 
by the habit formed of permitting the rec- 
tum to remain full of fecal matter. 

Treatment may be successful in mild 
cases, but-in the severer ones little can be 
done. The most successful method that I 
have found is to follow the physiological 
principles above described combined with 
regular dilatations of the sphincter and 
digital emptying of the rectum. . 

There remains a class of cases in which 
the recto-sigmoid apparatus has lost its 
power of contracture. In some cases this 
condition is probably acquired by permit- 
ting large masses of fecal matter to re- 
main in the lower bowel for prolonged pe- 
riods, particularly in cases of ulcer involv- 
ing the anal canal. In the majority of 
cases, however, I believe the condition is 
congenital or has been acquired in early 
infancy, in much the same way that 
Hirschsprungs disease is originated. Sig- 
moidoscopy shows no line of demarcation 
between the rectum and sigmoid. All ten- 
dency to contracture is lost and the result- 
ing constipation is exceedingly obstinate. 
No treatment is effectual excepting the use 
of large enemata of water. 

In the presentation of these cases I have 
purposely emphasized the role which de- 
fects in the lower colon play in the pro- 
duction of chronic constipation. Many of 
these patients suffer from the symptom 
complex which we may justly attribute te 
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“autointoxication.” We may assume that 
obstructive elements in the lower bowel 
lead to a slowing up all along the line and 
cause aberrant bio-chemical changes which 
are concerned in the production of symp- 
toms usually termed autointoxication. At 
any rate it is true that after the restora- 
tion of colonic function these symptoms 
disappear in a large majority of cases. 


DISCUSSION 


Dr. George M. Niles, Atlanta, Ga.—I wish to 
say at the outset, I am thoroughly in accord with 
the conclusions brought out in Dr. Soper’s well 
considered and excellent paper. There is one 

hase of the subject which I feel might be en- 
Coaed on, although the field is so extensive that 
it does not permit a thorough discussion, and that 
is speaking of constipation as a habit. In many 
instances it is really the result of a habit, espe- 
cially in women, dating back to early childhood or 
infancy, when these little girls from timidity or 
other causes would hesitate to obey the call of 
Nature; consequently there is a lack of sensi- 
tiveness about the rectum and colon, so that the 
need of defecation is not made known so clearly 
and distinctly. Therefore, these sensations be- 
come dulled and blunted, and after a while there 
ensues this constipated habit with all its train of 
ills which we so well recognize, and which may 
be brought under that classification he mentioned 
as autointoxication—just a broad term which 
does not mean anything in particular and a good 
deal in general. 


The act of defecation is inaugurated to a great 
extent by our subconscious power. You all know 
that there is a dual personality existing within 
each one of us. This subconscious individuality 
and subconscious power can mark the time, but 
you can not do it without fixed thought. You 
may sleep fairly well during the night and still 
that subconscious power wakes you. Those who 
have been careful and particular in moving the 
bowels at certain stated intervals will know that 
at a certain time every day they heed the still, 
small voice that calls them. It is a good idea to 
have a regular time for performing the act of 
defecation, even though Nature may not call you, 
and take plenty of time. For instance, it is a 
good idea, if a man smokes, for him to take a 
cigar and smoke it, or to take a book or a news- 
paper and read it, and not be in a hurry to defe- 
cate, but wait there, and when sufficient perse- 
verance ig indulged in, defecation will take place. 
I am not telling you anything new. I am simply 
calling your attention to things you all know. 
Those who have been the slaves of constipation 
for years and have suffered indefinite ills of vari- 
ous sorts, malaise and languor, pessimism, and 
sometimes despondency, can well realize the feel- 
ing of emancipation that occurs when that con- 
stipation is overcome. The system clears up. 
Optimism takes the place of pessimism; energy 
takes the place of languor. The outlook in life 
is changed entirely. One sufferer once told me 
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that with the curing of constipation he had been 
removed from the “slough of despond.” 

A number of years ago there was a light opera 
known as the “Sultan of Sulu,” which I quote 
from, and it is said that when a man loses the 
habit of constipation, becomes regular in his 
habits and clear in mind, “Each flower bears a 
new perfume, and the skies are a different blue.” 


Dr. J. Rawson Pennington, Chicago, Ill—We 
have listened to an instructive and practical pa- 
per and the discussions have been lucid and inter- 
esting. I shall confine my remarks to some of 
the mechanical causes, which seem to have been 
inadvertently overlooked. 

The rectum is developed from the post-allantoic 
gut, which buds from the hind gut and grows 
backward with the hind end of the body to meet 
the proctodeum, which is a depression in the epi- 
blast and later becomes the anus. 

The junction between the hind gut and the post- 
allantoic gut later marks the division between 
the sigmoid and rectum, and occasionally is con- 
genitally narrow, giving rise to obstructed defe- 
cation or constipation. In such cases treatment, 
to be successful, must be directed to this defect. 


The junction between the post-allantoic gut and 
proctodeum, or later the rectum and anus, is the 
pectinate line. There is not only occasionally 
congenital constriction at this point, but there 
are sinuses in this region that may and do be- 
come infected and cause spasm and hypertrophy 
of the sphincter and levatores ani muscles. These 
conditions, when present, also mechanically ob- 
struct defecation and lead to constipation, and 
must be reckoned with in the successful treatment 
of such cases. The folds in the rectum called 
rectal valves may be over-developed or fibrosed 
and as such also act as a mechanical hindrance 
to defecation and cause constipation. When such 
conditions are present, division of these obstruc- 
tions is necessary to cure the obstipation. 


Dr. J. G. DuPuis, Lemon City, Fla—I have 
listened to this paper and to the discussion on 
constipation with great interest. It seems that 
in considering this subject we should go back to 
the natural course of events. When a child is 
nearly to twelve months of age and is nursing 
at the breast, it has two to six bowel movements 
a day, yet that child grows and thrives. 


The point I want to emphasize is the necessity 
of keeping to Nature’s law as nearly as possible 
to the manner in which we were created, and that 
bowel function will be maintained unless there 
is mechanical obstruction to a greater degree 
than ordinary. Therefore, our efforts should be 
directed toward relieving this obstruction. The 
time reminder is to begin with the early 
school life of children. Very few parents are ad- 
vised to go to the public schools to which we 
have access in the South and all over the United 
States and see how the detail things are con- 
ducted. The average physician does not suggest 
to the parents that they should take their chil- 
dren to the school and introduce them to the 
teacher, and tell the teacher about the habits 
and peculiarities of their children. Whether the 
child is a boy or a girl, it is very important for 
that child to keep to the habits that Nature has 
given it, and I hope when we go home from this 
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meeting we will advise our friends and parents 
not to send their children to school alone the 
first time, but to go to school with the child, and 
either the first morning or subsequently have a 
talk with the teacher and emphasize the peculiar- 
ities of the habits of the child, especially as they 
relate to bowel movements, etc. If this is done, 
much good may be accomplished and habit-form- 
ing constipation avoided. 


Dr. J. C. Johnson, Atlanta, Ga.—I think it is 
just as natural for a man’s bowels to move as it 
is for the saliva to flow. It is just as much a 
physiologic process, and I do not think there is 
any rule, slvulsleoic or otherwise, as to how 
much the bowels should move at one time or an- 
ev or as to how many times they should move 
a day. 


I agree with the principles expressed in Dr. 
Soper’s paper. I also agree with what Dr. Niles 
said as to the habit of constipation. I believe 
there is nothing which is more neglected than the 
so-called constipated habit. I believe there is 
nothing so misunderstood as the cause of consti- 
pation. Constipation is not only a cause; it is 
a condition, and it is the result of many other 
troubles. I believe that the majority of cases of 
constipation, barring neglect and all the relative 
terms, is due to a fatigue neurosis, whether from 
mechanical obstruction or otherwise. It can be 
due to muscular fatigue of the stomach or of the 
intestinal canal. 


In studying the physiology, the pathology and 
therapeutics of constipation, we must of necessity 
keep in mind the factors which regulate normal 
peristalsis in the evacuation of the bowels. What 
do we have? We have the character of food and 
the amount. We have the character of the secre- 
tion and the amount. We have the propulsive 
power of the muscle, a kind of nerve force, and 
a muscular responsiveness to it. We have the 
secretion of bile, which is too often neglected. 
There is not a single one of these factors we 
can depend upon alone to regulate peristalsis 
in the daily evacuation of the bowels. He who 
looks at one thing will see it most clearly, but 
in looking at that one thing, he often overlooks 
others, and I do not believe that in the considera- 
tion of constipation, whether the result of habit 
or of a mechanical condition, or suppression of 
secretion, we will understand the pathology un- 
derlying it unless we contemplate every factor 
from the mouth to the anus. 


Dr. Robert B. James, Danville, Va—I am a 
member of the school board of my city and I find 
on the monthly report required on each child 
the number of times the child was excused from 
the room carefully noted. These excuses are 
counted against the child’s standing, consequently 
the ambitious or timid child will not ask to be 
excused and so puts off the time to answer the 
call of Nature to relieve the bowels, and thus 
early in life begins a most vicious habit. For 
we all realize that constipation in many cases has 
its beginning in this habit of failing to respond 
to the call of Nature in this matter. 

What is customary in my town is probably the 
custom in other towns, and this matter should 
be taken up with the school authorities. The re- 
port is all right, but this should not count against 
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the child. The report should only call attention 
to a condition that may require investigation. 


Dr. Soper (closing).—I endeavored in my pa- 
per to formulate a ‘physiologic basis for the treat- 
ment of chronic constipation, furthermore to sug- 
gest a classification of chronic constipation based 
upon pathological conditions. I mentioned in my 
paper that individuals would differ as to the 
number of daily defecations. Dr. A. F. Hurst 
has shown that the normal individual engaged in 
muscular work, such as young soldiers whom he 
studied, would have one complete evacuation of 
the bowels daily, the colon being emptied from 
the splenic flexure to the anus. It is not the 
number of bowel evacuations that we are so much 
concerned with as completeness of the act of 
defecation. A very good plan is to make a sig- 
moidoscopic examination of the lower bowel some 
hours after defecation; under normal conditions 
we will find the rectum and lower sigmoid to 
contain no fecal matter. The hyperesthenic type 
of individual—large, active, robust persons who 
require more energy—will normally defecate more 
frequently than individuals of the asthetic type. 
The energy required of the young infant makes 
frequent feedings and frequent bowel movements 
imperative. 


A STUDY OF THE REACTIONS FOL- 
LOWING THE TRANSFUSION 
OF BLOOD*+ 


By PAUL W. CLOUGH, M.D., 
and 
MILDRED C. CLOUGH, M.D., 
Baltimore, Md. 


The clinical experience of the past ten 
years has pretty well established the thera- 
peutic value of blood transfusion in many 


conditions and also its limitations. Sim- 
plified methods have been worked out 
which make the procedure practicable in 
the hands of any physician reasonably well 
trained in laboratory methods. The reac- 
tions following transfusion continue to be 
the chief difficulty, and the problem most 
urgently requiring solution. 

For purposes of the present discussion 
these reactions may be divided into three 
general groups: 

1. Reactions following the use of com- 
patible blood. 

2. So-called hemolytic reactions, follow- 
ing the use of incompatible blood, where 


*From the Medical Clinic of the Johns Hopkins 
Hospital. 

+Read in the Section on Medicine, Southern © 
Medical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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the cells of the donor are agglutinated or 
hemolyzed by the serum of the recipient. 


3. Severe reactions occurring in patients 
who have previously received many trans- 
fusions, following the injection of blood 
from a donor belonging to the same blood 
group as the recipient, and therefore com- 
patible in the ordinary sense. These are 
comparatively rare, and very few accurate 
observations are on record which might 
explain their mechanism. 


The first type of reaction with compati- 
ble blood has frequently been described. 
In the milder reactions there is a rise in 
temperature of 1 or 2 degrees and slight 
headache and malaise. The severer ones 
are usually ushered in by a chill, which 
begins as a rule about an hour after the 
beginning of the transfusion. It may be 
of extreme violence, as described by Gar- 
bat.! With it the temperature rises rap- 
idly from 2 to 6 degrees, reaching a max- 
imum usually within 2 to 4 hours, and fall- 
ing to normal almost as rapidly as it rose. 
Exceptionally, fever may persist for two 
or three days. There is usually headache, 
prostration and great discomfort, accele- 
ration of the pulse and respiration rate, 
and in severe cases, nausea and vomiting. 
Recovery is, as a rule, prompt and com- 
plete. Gains in hemoglobin on the aver- 
age are as great and as well held as in 
cases in which no reaction occurs. This is 
true in cases of pernicious anemia, as 
well as after simple hemorrhage. Our ex- 
perience in this respect coincides with that 
of Garbat,! of Pemberton,” and others. 


The frequency of reactions after citrate 
transfusions is variously reported, from 
17 per cent by Mason, Sydenstricker and 
Rivers,” to 60 per cent by Drinker and Brit- 
tingham.* Lewisohn’ recently reported 20 
per cent of reactions in 200 cases and 
Pemberton? 21 per cent in over 1,000 cases 
from the Mayo Clinic. In 214 citrate 
transfusions reviewed by the writers dis- 
tinct reactions occurred in 32 per cent of 
the cases, while in 150 syringe canula 
transfusions reported by McClure and 
Dunn‘ from this clinic, there were 13 per 
cent of severe reactions and 17 per cent of 
mild reactions. Advocates of the syringe- 
canula method of transfusion’ claim a 
lower percentage of reactions than with 
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citrated blood, and the weight of evidence 
at present seems to support their claim. 

- Several causes have been suggested for 
these reactions. 

1. Gross avoidable errors in technique. 
Some reactions may be avoided by using 
freshly prepared solutions made with 
freshly distilled water and chemically pure 
salt and citrate; by using aged rubber tub- 
ing which has been carefully cleaned; by 
injecting the blood as quickly as possible 
after it is drawn; and by keeping it and 
injecting it at body temperature. 

2. Injury to the cells by the citrate. 
Some evidence for this has been obtained 
by Drinker and Brittingham.* There is, 
however, no evidence of blood destruction 
in vivo. 

3. Liberation of toxic substances, prob- 
ably from the platelets, in the incipient 
stages of blood coagulation. Evidence for 
this has also been advanced by Drinker 
and Brittingham.t To minimize this ten- 
dency one should use a fairly large needle, 
at least No. 15; insert it smoothly into 
the vein of the donor; use as short a rub- 
ber tube as possible between the needle 
and the flask; maintain by gentle suction 
a free continuous flow of blood; if the 
flow is interrupted, stop and secure a new 
needle and tubing; and avoid sucking clots 
into the flask when the needle is removed 
from the vein. 

4. Incompatibility of platelets or leuco- 
cytes. For this there is no evidence. In 
one of our patients belonging to Group 4, 
the injection of the buffy coat from 200 c. ce. 
of Group 2 blood was followed by a chill 
only, while a similar injection from Group 
3 blood did not cause any reaction. 

The cause or causes of these reactions 
have not yet been definitely determined. 


The hemolytic reactions are entirely dis- 
tinct from these reactions. They are al- 
ways due to the use of incompatible blood 
and may be anticipated whenever incom- 
patible blood is injected. By incompatible 
blood we mean blood the cells of which are 
agglutinated by the serum of the recipient, 
or are agglutinable in the serum of an in- 
dividual belonging to the same group as 
the recipient. In the strict sense blood is 
compatible only when donor and recipient 
belong to the same blood group. However, 
the experience of Ottenberg and Kaliski,® 
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of Pemberton,” and others has shown that 
the donor and recipient need not belong 
to the same group, provided the donor’s 
cells are not agglutinated by the recipient’s 
serum. Agglutinative activity of the do- 
nor’s serum for the recipient’s cells is not 
as a rule significant, since it is diluted 
greatly by the recipient’s plasma and is 
distributed over an excess of agglutinable 
cells. 


Furthermore, Ashby® has shown that 
cells transfused from a Group 4 donor to a 
Group 2 or Group 3 recipient remain in 
the circulation for from two to four weeks 
in apparently normal condition. Our ex- 
perience coincides with that of the writers 
previously quoted, but whenever possible 
we use a donor of the same group as the 
recipient. 


The symptomatology of these reactions 
has frequently been described. It is char- 
acteristic and quite different from the 
febrile reactions. The onset of symptoms 
is usually early; it may be within ten min- 
utes and may come on after 20 c. c. of 
blood have been injected, and usually be- 
fore 100 c. c. have been exceeded. The early 
symptoms are generalized tingling pains 
over the body; a distressed full feeling in 
the head; a sense of constriction in the 
chest, precordial oppression, or dyspnea; 
and very quickly a severe acute pain in 
the small of the back. This is a most char- 
acteristic symptom. There is usually a 
marked flushing of the face and the pulse 
may be greatly slowed for a few minutes. 
The patient goes into collapse with a rapid 
pulse of small volume and low tension. 
The skin is cold and clammy. There may 
be syncope, and often nausea and vomit- 
ing. Later, usually within an hour, there 
is a violent chill, a paroxysm of fever, 
nausea and vomiting, and occasionally de- 
lirium. Urticaria is frequent. These lat- 
ter symptoms, however, may occur in re- 
actions of the benign type. Hemoglobin- 
uria usually follows and there may be olig- 
uria or anuria. Jaundice often develops 
after 24 hours, and herpes has been de- 
scribed. As rightly emphasized by Pem- 
berton,? the outcome depends largely on 
the amount of blood injected. If recog- 
nized promptly, and if the transfusion is 
stopped before more than 100 c. c. of blood 
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is injected, the patient usually recovers. If 
500 c. c. are injected death may follow. 
The frequency of these reactions varies 
inversely with the care with which prelim- 
inary blood tests are made, and they can 
be absolutely avoided, except possibly with 
patients who have had a great many trans- 
fusions. Although rare, their seriousness 
merits a discussion of the means to be 
taken to avoid them. The technique which 
has been used in this clinic is essentially 
that described by Moss.'° While the group 
of the patient has often been determined 
to facilitate a seareh for a donor, hitherto 
main reliance has been placed on tests in 
which the serum and cells of the donor are 
mixed with the cells and serum of the re- 
cipient. Unquestionably such tests are 


desirable in that they serve as a check on | 


the accuracy of determining and record- 
ing the group of the individuals concerned. 
Where reliance has been put solely on such 
tests, however, and the groups of the donor 
and recipient have not been determined, 
errors have been made and serious reac- 
tions resulted. A specific instance of the 
sort was observed and carefully studied by 


one of us. 

The patient, H, who was later found to be in 
Group 4, was tested with several donors and re- 
ported to match perfectly with one of them, L., 
who was subsequently found to be in Group 3. 
A transfusion was attempted from this donor, 
but was interrupted after 75 c. c. had been in- 
jected by a typical severe reaction. The blood 
of the patient, after the transfusion, strongly 
agglutinated this donor’s cells. 

Tests were then made with the blood of several 
other prospective donors and two of them were 
reported as matching perfectly. Because of the 


previous experience with L., these tests were re-_ 


peated twice, were inspected by several members 
of the laboratory staff, including one of us, and 
pronounced satisfactory. Transfusions were 
given from both of these donors, who were later 
found to be in Group 2, and severe reactions re- 
sulted. Following these reactions the blood of 
all the individuals concerned was carefully studied 
and the groups determined. The serum of the 
recipient then actively agglutinated and also 
hemolyzed the cells of these donors and of other 
individuals belonging to Group 2. Three subse- 
quent transfusions from Group 4 donors were 
given without, noteworthy reactions. 

The errors in this case were not due to 
careless technic, but to the fact that be- 
fore the transfusions the agglutinating ac- 
tivity of the patient’s serum towards cells 
of Groups 2 and 3 was so feeble as to 
escape detection, even after one hour’s ob- 


servation. 
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These observations, therefore, indicate 
that a serious reaction may be expected if 
a patient receives blood which is theoretic- 
ally incompatible, even though the agglut- 
inating activity of the serum in vitro be 
too feeble to be demonstrable. Such an 
accident can be prevented if an exact group 
determination is also made before the 
transfusion. 

If one depended on the behavior of the 
serum of a patient in determining his 
group, a similar source of error would be 
present in a case like this, where the ag- 
glutinating activity of the serum was fee- 
ble. However, the blood of a member of 
Group 4, for example, is characterized not 
merely by the ability of his serum to ag- 
glutinate cells of Groups 1, 2 and 3, but 
also by the inagglutinability of his cells 
in the serum of Groups 1, 2 and 3. In- 
deed, the behavior of the cells may be re- 
garded as the fundamental and constant 
characteristic of the group and the agglut- 
inating activity of the serum as a second- 
ary matter, which is variable in intensity, 
and may be lacking. As pointed out by 
Moss,?® the group of an individual can be 
determined without reference to his serum 
by testing the agglutinability of his cells 
in specimens of Group 2 and Group 3 
serum known to be active. Such serum, if 
sterile and preserved in sealed capillary 
tubes, will usually retain its agglutinating 
activity for several months. By using 
such serum and a drop of cell suspension 
from the individual to be examined, the 
group can be most quickly and conveniently 
determined, and with a minimum liability 
of error. We, therefore, recommend that 
preliminary tests be made to determine the 
blood group of both donor and recipient 
by means of their cells, as well as cross 
tests between the serum and cells of the 
donor and the cells and serum of the re- 
cipient. Also that 3 or 4 volumes of serum 
be mixed with 1 volume of a comparatively 
dense cell suspension to lessen the degree 
of dilution of the serum, and that the 
preparations be observed microscopically 
after incubation for at least an hour in 
the thermostat before absence of agglutina- 
tion is reported. 

There are two other sources of error in 
the observation of the tests which should 
be referred to. If fresh serum which has 
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hemolytic as well as agglutinating activity 
in vitro is used, clumping may be masked 
or broken up and the hemolysis be recog- 
nizable only in a diminution in the num- 
ber of cells remaining in the preparation. 
It is, therefore, important to examine the 
preparations immediately after they are set 
up, and to watch carefully for any such evi- 
dence of hemolysis. This error is not likely 
to be made by an experienced worker, but 
if made is likely to be followed by very 
serious consequences. It can not occur 
with old or inactivated serum, since com- 
plement is necessary for the hemolysis. 

The third source of confusion lies in 
mistaking rouleaux formation for agglut- 
ination. Typical rouleaux are too charac- 
teristic to be mistaken, but if the serum 
has feeble rouleaux forming power, or if 
rouleaux are breaking up, an irregular 
clumping of cells may appear which ex- 
actly simulates agglutination. In case of 
doubt, in the selection of a donor, one 
should err on the safe side and reject any 
showing a doubtful preparation, but in 
actual group determinations this confusion 
must be avoided. This is easily done by 
using stored serum, since the rouleaux 
forming power of serum usually disap- 
pears after a few days. 


In our experience rouleaux formation 
has absolutely no significance in transfu- 
sions. We have injected citrated blood in 
which the cells were heavily rouleauxed 
into a patient whose serum showed extra- 
ordinary rouleaux forming power in vitro 
without any reaction whatsoever. ; 

We believe that these sources of error 
explain very many of the hemolytic reac- 
tions described as occurring after “satis- 
factory” preliminary tests. We _ believe 
they will also explain most, at least, of 
the observations of supposed changes in 
the blood group of an individual after 
transfusion, as well as cases supposed not 
to fit into any one of Moss’ four groups. 
We have studied one such case and found 
that the confusion was due to rouleaux 
formation closely simulating agglutination. 

The reactions occurring in patjents who 
have received many transfusions require 
separate consideration. All of the cases 
which have come under our observation 
have been patients with pernicious anemia 
or purpura hemorrhagica. The fact has 
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been noted by a number of writers that 
many of these patients tend to react with 
increasing severity when repeated transfu- 
sions are given. As these severer reac- 
tions began to develop, they at first resem- 
bled the more marked reactions of the 
febrile type. Where transfusions were 
persisted in, hemolytic reactions sometimes 
occurred with gravest immediate symp- 
toms, followed by hemoglobinuria and 
jaundice. This may be illustrated by a 
brief summary of two cases. 


- The first case was a woman with pernicious ane- 
mia, belonging to Group 2. The first 14 transfu- 
sions need not be discussed. The 15th transfu- 
sion from a compatible donor, previously used, 
was followed by a severe febrile reaction, but no 
hemoglobinuria. The 16th transfusion from an- 
other compatible donor, previously used, was fol- 
lowed by a more severe febrile reaction, and the 
urine gave a positive guaiac test. For the 17th 
transfusion a new donor was secured. The pre- 
liminary tests, carried out with special care, were 
negative. Immediately after the ee. of 700 
ec. c. of blood, a very severe hemolytic reaction 
developed, followed by hemoglobinuria and death 
in two days. 

The second case, a woman with pernicious 
anemia, belonged to Group 4. The 13th transfu- 
sion of 500 c. c. was from a donor conclusively 
proven to belong to Group 4, but there is no 
record of a direct test of the donor’s cells in the 
recipient’s serum. There was an immediate urti- 
-carial eruption, an hour later a violent febrile re- 
action, followed by oliguria and slight hemo- 
globinuria, and two days later by jaundice and a 
petechial eruption. 

Ten days later several other prospective donors 
known to be in Group 4 were tested with the blood 
of this patient. No agglutination was observed, 
but the cells of all except one of these donors 
were hemolyzed in the patient’s serum. The 14th 
transfusion of 350 c. c. was followed by a severe 
febrile reaction without hemoglobinuria. 

Nine months later a 15th transfusion was at- 
tempted from another Group 4 donor, whose blood 
was found to match perfectly in preliminary 
tests. After 175 c. c. had been injected the 
transfusion was stopped because of dyspnea. One 
hour later there was a chill, vomiting, delirium, 
stupor and an elevation of temperature to 104°. 
Later there developed jaundice and extreme olig- 
uria for 48 hours. The scanty urine was orange 
colored and gave a positive reaction for blood. 

The blood of the patient and of this donor were 
thoroughly studied after the transfusion. Both 
were shown again to be in Group 4. In direct 
tests the patient’s serum caused no agglufination, 
but some definite hemolysis of the donor’s cells. 


In this, case, then, we apparently have 
direct proof of the development of a hemo- 
lytic activity on the part of the serum 
which was manifested (though feebly) in 
vitro, as well as in vivo, and which must be 
quite distinct from the ordinary isohemo- 
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lytic activity, in that it was not associated 
with agglutination and was manifested 
against cells of individuals belonging to the 
same blood group as the patient. Failure to 
detect such hemolytic activity in other 
cases probably means that this form of 
hemolytic activity is often so slight as to 
escape detection in vitro, and that these re- 
actions can not always be avoided even by 
the most painstaking preliminary tests. 
Further observations as to this point are 
very much needed. 

We have records of three other similar 
cases not so thoroughly studied. 


SUMMARY 


The common form of reaction following 
transfusion is the febrile type. These re- 
actions follow the injection of compatible 
blood and can not be foreseen by prelim- 
inary blood tests. Outspoken reactions oc- 
cur in 20 to 30 per cent of the cases and 
milder ones in 20 per cent more. The se- 
verer reactions are disagreeable, but very 
rarely harmful, and they seem not to les- 
sen the benefit the patient may derive 
from the blood injected. The cause of 
these reactions is still in dispute. Some 
can be avoided by painstaking care in 
technique. The most important factor 
is probably the change in the plate- 
lets associated with incipient coagula-, 
tive changes in the blood. Injury to the 
red cells by the citrate is possibly also a 
factor. 

The hemolytic type of reaction follows 
the injection of incompatible blood, that 
is, blood from a donor whose cells are ag- 
glutinable in the serum of the patient or of 
other individuals belonging to the same 
group as the patient. These reactions can 
always be foreseen by adequate prelim- 
inary tests. It usually suffices to test the 
agglutinability of the donor’s cells in the 
recipient’s serum. It occasionally hap- 
pens, however, that the agglutinating ac- 
tivity of a serum is so feeble as to escape 
detection in the ordinary tests. In such 
cases disastrous errors can be avoided only 
by making an exact determination of the 
group of both donor and recipient by test- 
ing the agglutinability of their cells in 
specimens of Group 2 and Group 3 serum 
known to be actively agglutinating. These 
reactions begin early in the course of 
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the transfusion, and have a characteris- 
tic symptomatology which should be fa- 
miliar to every one attempting a transfu- 
sion, and which will usually enable one to 
recognize them promptly, and to interrupt 
the transfusion before a fatal dose of in- 
compatible blood has been given. 


Some of the severe reactions occurring 
in patients with pernicious anemia who 
have received a large number of transfu- 
sions apparently do not fall into either 
category. They may occur after transfu- 
sions from donors belonging to the same 
blood group as the patient, and may be as- 
sociated with hemolysis and hemoglobin- 
uria. In one case reported, the serum 
showed feeble hemolytic activity in vitro 
for cells from individuals of the same 
blood group. This hemolytic activity must 
therefore differ entirely from the ordinary 
ischemolytic activity, which is only exerted 
on cells of other groups. This observation 
emphasizes the importance of testing the 
action of the recipient’s serum on the 
donor’s cells, but it seems probable that 
the methods now in use will not suffice to 
foresee and avoid all such reactions. 


While it is not yet possible to eliminate 
all reactions following transfusion, never- 
theless with adequate preliminary tests and 
careful technic the danger involved is so 
slight that it should never deter one from 
giving a transfusion when one is indicated. 
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DISCUSSION 


Dr. James S. McLester, Birmingham, Ala.— 
There is one sentence in Dr. Clough’s conclu- 


sions to which I would like especially to invite 
attention. 


In speaking of the reaction which 
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sometimes follows the use of compatible blood 
he stated that many of these reactions could be 
revented by painstaking technic. I am sorry 
r. Clough did not lay greater stress upon that 
one sentence. 


One is reminded of the early days of salvarsan 
therapy, when men sometimes spoke of the “usual 
chill.” Painstaking technic in blood transfusions 
as well as in other intravenous procedures will 
greatly reduce such untoward results. If you 
will permit me to say it, there is a difference be- 
tween bacteriological asepsis and surgical asepsis, 
and blood transfusion demands the former. 


We can not invariably accept a donor of the 
same group as absolutely dependable. A certain 
number of reactions can be avoided if in addi- 
tion to selecting a donor of the patient’s owm 
group we test the compatibility of the two indi- 
vidual bloods. Stress should be laid upon the 
fact that the citrate solution is not stable, for it 
tends to decompose. If such solutions are always 
prepared fresh and autoclaved before a transfu- 
sion, results will be more satisfactory. 


Dr. J. E. Paullin, Atlanta, Ga.—In reference to 
the reactions which follow repeated transfusion 
in pernicious anemia, may they not be due to the 
hypersensitiveness of the protein contents of the 
donor’s serum, or to other factors, and whether 
eine skin tests might not determine that fact. 

efore it is given. 


Dr. Clough (closing).—In reply to Dr. Paullin’s. 
question, I think it is conceivable that the reac- 
tions may be anaphylactic in character. I have 
made no attempt to demonstrate this by means 
of skin tests: in the one case reported there did 
seem to be definite hemolytic activity on the part 
of the serum of the recipient toward the cells of 
the donor, although these individuals certainly 
belonged to the same group. 


I agree with Dr. McLester that painstaking at- 
tention to details in the technic is of the utmost 
importance in reducing the number of febrile re- 
actions, and that the preparation of fresh citrate 
solution under the most careful bacteriological 
asepsis is indispensable. Lack of time prevented 
my giving these points the emphasis they de- 
served. Apparently, however, there are some 
features not well understood which make it im- 
possible with our present knowledge to avoid all 
of these febrile reactions. I think it is probable 
that incipient coagulative changes in the blood 
may account for some of them. 


I quite agree with Dr. McLester as to the ne- 
cessity not merely of determining the group of 
the donor and recipient, but also of testing the 
activity of the recipient’s serum toward the do- 
nor’s cells before each transfusion, and especially 
where a donor is used the second time. In my 
own experience I have never seen a case except 
the one reported where the serum of the recipient 
definitely hemolyzed the cells of a donor belonging 
to the same group. We have seen a few prep- 
arations, however, where we were in doubt as 
to the occurrence of hemolysis, and we have made 
it a rule to reject a prospective donor whenever 
there was the slightest doubt as to the interpreta- 
tion of the results of the preliminary tests. 
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ON THE ADMINISTRATION OF DIGI- 
TALIS TO CHILDREN WITH 
DIPHTHERIA*}+ 


By HuGH McCuLLocu, M.D., 
St. Louis, Mo. 


PURPOSE OF THE PAPER 


When children, during the course of an 
infection with diphtheria, show signs that 
the heart is affected by the toxin, they 
show clinical manifestations of cardiac fail- 
ure due to certain changes in the heart 
muscle. In a group of patients at the St. 
Louis Children’s Hospital who had diphthe- 
ria, with cardiac failure resulting there- 
from, we have noticed, and have reported 
previously’, that these children show cer- 
tain very definite changes in their physical 
signs and in their electrocardiogram. 
These changes are of such a nature as to 
make us feel that the administration of 
digatalis for cardiac therapy is distinctly 
contraindicated; that the action of diga- 
talis on the heart would tend to intensify 
the damage that has already been done, 
would further derange the cardiac mechan- 
ism and add work to a heart muscle al- 
ready overburdened. 


We have felt that attention should be 
drawn to these facts since scant or no men- 
tion has been made of the similarity of the 
effects on the heart of these two different 
substances, diphtheria toxin and digitalis. 
We constantly see children with diphthe- 
ria resulting in a diseased heart who have 
been receiving digitalis. We feel that if 
the newer methods of using digitalis in 
large or massive doses are applied to these 
children, serious, even fatal, results will 
happen. Experimental proof of these con- 
clusions will be published elsewhere. 


CONCEPTIONS OF THE EFFECT OF DIPHTHE- 
RIA TOXIN ON THE HEART 


These conceptions have been based on 
two phenomena—changes in the vagus 
center and nerve, producing various pa- 
ralyses and changes in the heart muscle. 
Both these phenomena have been demon- 
strated by anatomical changes in the nerve 


*From the Department of Pediatrics, Washing- 
ton University, Bhool of Medicine. 

+Read in Section on Pediatrics, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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and in the myocardium, and the clinical 
manifestation of heart failure has been ex- 
plained on the basis of these changes. It 
has been assumed that a structure so inti- 
mately related to the control and mechan- 
ism of the heart as the vagus must be re- 
sponsible for the cardiac failure when 
extensive and severe pathological altera- 
tions of function have taken place in that 
structure. Imperfect as our knowledge is 
today concerning the relation of the vagus 
nerve to the control and mechanism of the 
heart, we at least can say that it is no 
longer the matter of mystery and conjec- 
ture which it has been in the past. This is 
due in large part to the development of im- 
proved graphic methods for studying the 
mechanism of the heart under clinical con- 
ditions both in animals and in man, in 
health and disease. By the use of these 
methods Bayliss and Starling?, Robinson 
and Draper® and many others have shown 
that this vagus control on the heart is lim- 
ited both in kind and extent. 


Anatomical changes have been described 
in hearts examined after death from diph- 
theria. These changes are a parenchyma- 
tous degeneration, either localized or gen- 
eral, and are similar in nature to those 


changes occurring after many other infec- © 


tions. They have been found constantly, 
but not always, in these hearts. At times 
the clinical picture has indicated that the 
heart muscle was involved extensively and 
severely by the infection, and yet no lesion 
could be demonstrated after death. It is 
possible that these anatomical changes are 
only one feature of the expression of a 
functional effect of the toxin on the myo- 
cardium, and that in the future it will be 
demonstrated that they may be more phys- 
ical or chemical in nature. This conception 
of functional physico-chemical changes in 
the heart muscle tissue rests, at present, 
on hypotheses which lack sufficient proof, 
but are based on suppositions supported by 
considerable evidence. Future methods 
may reveal their true mode of action. At 
present the explanation for heart failure in 
diphtheria rests often on the changes in 
the vagus center and nerve, particularly 
those fibers leading to the heart. And one 
frequently encounters the expression, “pa- 
ralysis of the heart from diphtheria.” 


Considerable confusion has come about 
as a result of the recognition of these 
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changes in the vagus nerve and in the myo- 
cardium, and from a failure to differen- 
tiate between the two. The confusion has 
been decidedly augmented by the feeling of 
helplessness in rendering assistance to the 
heart when such an event as cardiac fail- 
ure occurs in diphtheria. Keeping in mind 
the anatomical changes, it may be terrify- 
ing to watch one of these children and feel 
that so little can be done. 


Under such circumstances we are only 
too willing to grasp at straws in our ef- 
forts to render aid, even though we are not 
sure of the assistance we can obtain from 
them. Such a straw has been digitalis. 
Since the introduction of digitalis into ther- 
apeutic medicine most brilliant and satis- 
factory results have been obtained in cer- 
tain types of heart disease. Other types 
have not responded so well; in fact, there 
has seemed to be very little improvement 
after the administration of the drug. 


This failure to improve has been attrib- 
uted too readily to some individual varia- 
tion in absorption, potency, reaction or 
other factors. Withering, in his first de- 
scriptions of the drug and its uses, called 
attention to the fact that it was most use- 
ful in those types of heart disease with an 
irregular pulse. Since his time, and espe- 
cially within the last few years, it has been 
shown that cases with a perpetually irreg- 
ular pulse due to auricular fibrillation show 
most striking improvement after receiving 
digitalis‘. Occasionally some clinical im- 
provement can be attributed to the effect of 
digitalis on hearts beating at very rapid, 
regular rates as a result of the so-called 
rheumatic toxin®. In the absence of fever 
and under favorable conditions the rate is 
slowed, and with the slow rate the action of 
heart is improved. However, it has not 
been established that other types of heart 
cases are improved in any way by the use 
of digatalis. 

There is a tendency to ignore these limi- 
tations in the use of the drug and to admin- 
ister it to all types of heart disease, irre- 
spective of type, cause or condition. One 
direct result of this indiscriminate use of 
the drug has been to discredit its true 
worth in the proper cases. Fortunately the 
harm has stopped there, for the drug has 
been given in such harmless amounts that 
no ill effects have been produced in cases 
where its use was not indicated. This in- 


discriminate use of digitalis has been due 
partly to an overindulgence in therapy, and 
chiefly to a misunderstanding of digitalis 
_ and the type of case best suited to 
its use. 


In studying children with heart disease 
due to diphtheria we have been struck in 
many instances with the similarity be- 
tween the ultimate effect of diphtheria 
toxin on the heart and those well-known 
effects of digitalis. The clinical history 
suffices alone to differentiate which condi- 
tion we are dealing with. The changes in 
the cardiac mechanism are similar, and 
often could have been attributed to either 
substance. 


EFFECTS OF DIPHTHERIA ON THE VAGUS 
NERVE 


Diphtheria toxin, when present in suffi- 
cient quantities in the blood experiment- 
ally in animals, or in man during the course 
of the disease, produces degeneration in the 
nerve center in the medulla and in the axis 
cylinder of the fibers®. This results in a 
paralysis of the structures depending on 
those fibres for their innervation. Occa- 
sionally other elements of inflammation 
may be present, but the degeneration is the 
characteristic change found. It is conceiv- 
able that in the early period of changes in 
the center or nerve, before the continuity 
of this axis cylinder has been interrupted, 
there may be some stimulation of those 
fibers. 


In other words, we are dealing with a 
neuritis of a specific cause which has a 
predilection for certain nerve trunks. 
Otherwise the anatomical changes are sim- 
ilar to multiple neuritis due to other causes. 
If such a result of diphtheria toxin on the 
vagus can be demonstrated, we should be 
able to recognize these effects on the heart. 

Stimulation of the nerve trunk produces 
a decrease in the heart rate, varying from 
ten to fifty or more beats per minute. This 
is a common effect and its occurrence can 
be observed in the post-febrile period of 
diphtheria as well as many other infec- 
tions. Other effects of vagus stimulation 
less commonly observed are sinus arrhyth- 
mia and premature contractions of the 
heart, whose impulses originate in some 
ectopic focus, which may be in the auricles 
or ventricles. These ectopic foci may 
change from time to time in location, and 
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may send out stimuli singly, in pairs, regu- 
larly or irregularly or in transient periods, 
which may produce tachycardia, flutter or 
fibrillation in aurices or ventricles. Heart 
block occurs after strong vagus stimula- 
tion. The location of the area producing 
the block is in the sino-auricular or the 
auriculo-ventricular node, or the auriculo- 
ventricular bundle. 

Complete destruction of the vagus nerve 
fibers releases the heart from the normal 
vagus control, and one observes an increase 
in rate. 


EFFECTS OF DIPHTHERIA ON THE 
MYOCARDIUM 


The pathological changes which take 
place in the myocardium are a parenchma- 
tous degeneration of the muscle cells with 
an excess of fat in the cells. There is some 
cellular infiltration and at times there is an 
excess of eosinophils. Later fibrous infil- 
ttration may take place. 


Irrespective of the anatomical changes 
found in the myocardium, there occur ex- 
pressions of damage to the heart which 
can be recognized before death. There are 
perhaps three types of cases, one in which 
there is a general vasomotor failure with 
rapid onset and progressive course, with 
or without cardiac failure. The heart 
shares in this failure, but the signs are 
found in the general circulation. A second 
type shows cardiac failure due to an acute 
myocarditis in which the cardiac mechan- 
ism is undisturbed. A third type shows, in 
addition to the acute myocarditis, a local- 
ized effect on the structures controlling the 
cardiac mechanism. This effect is best de- 
termined by the electrocardiograph. It 
manifests itself by premature ectopic con- 
tractions, which arise in either auricles or 
ventricles. They occur singly, irregularly, 
or in regularly repeated series of longer or 
shorter periods. These ectopic foci may 
remain in control of the heart contraction 
up to death or for a long time after clinical 
recovery from the infection. Heart block 
occurs very commonly in those individuals 
who show disturbed mechanism. The area 
causing the block may be located at any 
point along the path of conduction of the 
impulse, between the sinus node and the 
auricles, in the bundle of His or in its 
branches. We have reported cases! in 
which we thought this area of block mi- 


February 1921 


grated from place to place with succeeding 
heart cycles and that the lesion causing 
the block could hardly be due to anatomi- 
cal structural changes, but was more prob- 
ably of a functional nature without altera- 
tions demonstrable by our present methods 
of examination. That these effects on the 
heart are due to changes in the heart and 
not to stimulation of the vagus nerve could 
be shown in our cases by the administra- 
tion of atropin in amounts sufficient to 
paralyze the vagus fibers and release the 
heart from vagus control. After such a 
procedure there was no change in the dis- 
turbance of cardiac function further than 
an increase in rate. This proved to us that 
the vagus nerve was still functionating and 
that the cardiac disturbance was not due to 
vagus stimulation. 


DIGITALIS EFFECTS ON THE HEART 


Experimentally, and under clinical con- 
ditions in man, digitalis produces certain 
characteristic and well known effects on 
the heart. These effects, too, have long 
been recognized, but they have been more 
clearly understood since the introduction of 
electrocardiographic study. Digitalis ex- 
erts its influence on the heart in two ways, 
by vagus stimulation and directly on the 
myocardium. 


The expression by the heart of the ef- 
fects of vagus stimulation from digitalis 
does not differ in any way from vagus 
stimulation by other methods. I have 
already called attention above to these 
effects. Whether the stimulation to the 
vagus comes from diphtheria toxin or from 
digitalis, the result on the mechanism of 
the heart is the same. It is not known that 
digitalis destroys the vagus nerve and par- 
alyzes its effects. Digitalis exerts an ef- 
fect on the heart muscle directly. The 
ability to conduct the impulse through the 
Purkinje system can be depressed so much 
that the passage from the auricles to ven- 
tricles is delayed, or the passage may be 
blocked. There is considerable clinical evi- 
dence to show that the efficiency of the 
ventricular muscle is improved by digitalis 
through increased strength of contraction. 
Experimental support for this clinical ob- 
servation has recently been brought out by 
Cohn and Levy’. Further evidence of digi- 
talis action on the heart muscle is shown 
by alteration in the form, size or direction 
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of the T-wave of the electrocardiogram. 
This is a common effect. We have also 
observed similar changes in the T-waves 
in hearts poisoned by diphtheria toxin. 


Let us suppose, for argument, that a 
child shows cardiac failure from the action 
of diphtheria and let us propose to give him 
sufficient digitalis to exert some influence 
on the heart as part of his therapy. What 
effects can we anticipate from the digi- 
talis? Under these conditions the child has 
a myocarditis which is more or less acute 
with changes, which may or may not be 
anatomical, in the function of the muscle 
cells. He shows certain alterations in the 
cardiac mechanism, or if not, he is liable to 
show them at any time. These alterations 
constitute at least a potential disturbance 
in the heart. If the digitalis to be given 
acts in such a way as to stimulate the 
vagus, the common action, then we have a 
summation of effects in the heart from the 
vagus control of the cardiac mechanism on 
the one hand, and on the other the poten- 
tial or apparent derangement of mechan- 
ism caused by the diphtheria toxin. Such 
a summation could hardly be beneficial to 
a heart otherwise laboring under a handi- 
cap. If the vagus nerve fibers have already 
been destroyed by the diphtheria toxin, 
and they often are, then digitalis cannot 
exert an influence on the heart through the 
vagus either by stimulation or by further 
destruction. 5 


But let us suppose that the effect of the 
digitalis is on the heart muscle directly and 
not through the vagus nerve. The effect 
on the conduction tissue in the heart would 
be to further depress the conductivity and 
bring out a potential heart block or to in- 
crease the block if one already were pres- 
ent. If the digitalis exerts an influence on 
the muscle cells outside the Purkinje sys- 
tem it will increase the irritability of these 
cells which have already become more irri- 
table by the functional or anatomical 
changes occurring in them as a result of 
the diphtheria toxin. What these cells 
most need is rest from irritating stimuli. 


It is possible to conceive that if a child 
has a persistent tachycardia following 
diphtheria which, except for its origin, is 
similar to a tachycardia due to rheumatic 
toxin, one might administer to him suffi- 
clent digitalis to produce a slowing of the 
heart rate without bringing out other digi- 
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talis effects. But one cannot predict be- 
forehand just what effects digitalis will 
have on a heart, and in a given heart the 
effect least to be desired may be the one 
obtained. Furthermore, with our present 
day methods we are unable to measure and 
determine beforehand the amount of digi- 
talis which will produce the optimum ther- 
apeutic effect in a given individual. Each 
time we give digitalis to a patient it is in 
the nature of an experiment. In the wards 
of the Children’s Hospital, in a few favor- 
able cases under careful observation, we 
have administered digitalis to children who 
have recently had diphtheria to determine 
the amounts of digitalis in relation to body 
weight which will produce an effect on the 
heart. Our observations are not sufli- 
ciently matured for a report further than 
to say that the amount of digitalis is con- 
siderably less than that which is required 
for a child with a normal heart or a heart 
which is the seat of chronic infection. 


In our opinion, as a result of our obser- 
vations on the cardiac disturbances due to 
diphtheria, the use of digitalis is distinctly 
contraindicated. And we are glad of this 
opportunity to sound a word of warning 
against its use. Its administration at 
present is attended with considerable dan- 
ger to the life of the patient even if all 
precautions are taken. And when the drug 
is administered indiscriminately, with no 
knowledge of its potency or with no oppor- 
tunity for controlling the dose to be given, 
this danger becomes a serious menace. 
We feel that rest must be provided for the 
heart by methods and measures other than 
the use of digitalis. 


CONCLUSIONS 


(1) Diphtheria toxin, either experiment- 
ally or clinically, produces anatomical and 
functional changes in the structures of the 
heart by direct action. Clinical manifesta- 
tions of cardiac failure are due to these 
alterations of function and not to changes 
in the vagus center or nerve. 

(2) The effect of diphtheria toxin on the 
heart is similar in many ways to the effect 
on the heart of digitalis, either directly or 
through the vagus nerve. 

(3) The administration of digitalis to pa- 
tients with diphtheria is contraindicated 
because there would result a summation of 
effects in the same heart. 
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(4) With our limited means of estimat- 
ing the optimum therapeutic amount of 
digitalis, or of controlling its effect on the 
various structures of the heart, this sum- 
mation constitutes a real danger to the life 
of the patient. 

(5) Measures for providing rest for the 
heart other than the administration of digi- 
talis should be adopted. 
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DISCUSSION 


Dr. W. McKim Marriott, St. Louis, Mo.—This 
study of Dr. McCulloch’s of the effect of digitalis 
on the heart in diphtheria is one of a series which 


he has been making with the object of determin- 


ing a rational basis for therapy in cardiac dis- 
ease. Studies such as this point out very clearly 
the direct practical value of the laboratory as 
applied to clinical problems. 

On the basis of clinical experience some of us 
have gained the impression that digitalis is con- 
traindicated in patients suffering from diphthe- 
ritic myocarditis. Several years ago J saw on 
the same day two children each of whom were 
suffering from diphtheritic involvement of the 
heart. Each child had been given digitalis, and 
following this the pulse rate had dropped below 
30 in one instance and below 40 in the other. 
Both children died shortly after. I could not 
help. feeling that the digitalis may have been at 
fault, and I have made it a practice never to use 
digitalis in these cases. The evidence that digi- 
talis caused the trouble was entirely clinical, and 
if it were not for such studies as these of Dr. 
McCulloch’s we would not have a very definite 
basis for suspicion that digitalis was contraindi- 
cated. When we see electrocardiograms such as 
Dr. McCulloch has obtained, the whole question 
is taken out of the realm of imagination and put 
into the realm of fact. The electrocardiogram of 
a child with diphtheritic myocarditis is practically 
identical with that of a patient who has received 
massive doses of digitalis. In other words, the 
diphtheria toxin acts on the heart muscle in many 
respects in the same way as does digitalis. To 
give digitalis to a child whose heart is already 
profoundly influenced by the diphtheria toxin is 
just as logical as giving strychnine to a child 
with convulsions, and this you would not do unless 
you were a homeopath. 

To many men mere mention of the fact that a 
patient has heart disease is sufficient to imme- 
diately suggest the use of digitalis in the same 
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way that syphilis suggests the use of arsphena- 
min. Dr. McCulloch has shown one of the falla- 
cies of the indiscriminate use of digitalis. 

The paper and the discussion so far has been 
somewhat iconoclastic. We have had taken away 
one of our supposed mainstays, but this does not 
mean that there is no treatment which is of 
value in these patients. In the treatment of a 
patient with severe diphtheria it is important to 
remember that the heart is likely to be involved 
and that this involvement may not show itself 
until many days after the throat has cleared. 
Every severe case of diphtheria should, there- 
fore, be treated as being potentially a cardiac. 
The patient should be kept at rest and this rest 
should be as nearly absolute as possible if there 
are any signs of beginning cardiac involvement. 
The patient must not sit up to eat, but is best 
fed by means of a stomach or nasal tube. With 
definite cardiac involvement the best drug to use 
is morphin in large doses. This insures com- 
plete relaxation and the effect on the heart, such 
as it has, is beneficial. The cardiac condition is 
often made worse by the added strain placed 
upon the heart as the result of paralysis of the 
respiratory muscles. When the diaphragm is 
paralyzed relief is obtained by the application 
of a tight abdominal binder and the elevation of 
the foot of the bed. With the occurrence of inter- 
costal paralysis and dyspnea artificial respira- 
tion by mechanical means may be employed and 
has been life-saving. 

Other therapeutic measures which are not so 
harmful as the use of digitalis are nevertheless 
useless in the treatment of this condition. Among 
such drugs may be mentioned alcohol, caffeine 
and strychnine. Antitoxin, although invaluable 
and specific at the time of onset of the diphthe- 
ria, is useless in the treatment of the late cardiac 
complications. 


Dr. McGuire Newton, Richmond, Va.—It is im- 

ossible for me to add anything to what Dr. Mc- 

ulloch has said. But I do want to express my 
appreciation of his work, and thank him for pre- 
senting the subject in such a clear manner. — 


Dr. L. T. Royster, Norfolk, Va.—The chairman 
need not limit my discussion to five minutes. I 
felt great hesitancy in discussing at all when Dr. 
McCulloch asked me to do so. When one has 
seen many autopsies on patients dying from diph- 
theria before the electrocardiograph was in gen- 
eral use, those of us who were trained years ago 
in this line will avoid many of the pitfalls that 
were mentioned by Dr. McCulloch. The abso- 
lutely seared and atrophied appearance of the 
heart—I know no better word to describe it than 
if it had been par-boiled—with the impairment 
of transmissibility of the vagus nerve, which has 
been brought out, would suggest to one imme- 
diately that the heart needs rest. Perhaps some 
of the digitalis medication came about through 
a misconception of the action of the drug in a 
supposed prolongation at one time of the diastole, 
thereby giving it rest. So when we have a com- 
bination of altered transmissibility of the vagus 
nerve plus a heart muscle that is poisoned to the 
extent of the muscle’s being atrophied and per- 


Be being replaced by other tissue, we are 
obli 


ged to acknowledge the value of rest as 
brought out by Dr. McCulloch. 
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I was fortunately trained under a good clinician 
in this line many years ago before the experi- 
mental side was brought out and that rest has 
always been insisted upon. A child with a severe 
diphtheria presenting the possibility of myo- 
cardial involvement should be kept quiet to the 
extent of even strapping down in bed, so that 
they can not raise themselves up suddenly. Added 
to that—I am only stressing what has been said— 
morphin is a highly essential point. 

I only want to stress one phase of the treat- 
ment, that is in intubation cases, especially where 
we see these cases late and where the heart has 
been pumping against the obstruction to respira- 
tion for maybe two or three days—so many of us 
see them straining a heart that has already been 
altered by the toxin of diphtheria—morphin and 
rest are the principal factors in the treatment. 

I feel I am not capable of discussing the experi- 
mental side and, like Dr. Newton, I wish to thank 
Dr. McCulloch for bringing this out in a very 
potent way. 


Dr. L. R. DeBuys, New Orleans, La.—I heard 
Dr. McCulloch’s paper before the American Med- 
ical Association and I have listened to this one 
today with a great deal of interest. It seems to 
me that with the information that he has con- 
veyed to us we should be firmly impressed with 
the necessity of neutralizing these toxins early in 
the disease by administering very large doses of 
antitoxins. 


Dr. S. A. Visanska, Atlanta, Ga.—I want to say 
I appreciated the doctor’s paper and enjoyed it 
very much. I must admit that while I have been 
practicing a good many years in Atlanta, this is 
the first time I have ever heard of digitalis being 
used in the treatment of diphtheria. In all my 
experience and in consultation work in Atlanta, 
I have never known of any of the doctors using 
digitalis in any shape or form in the treatment 
of diphtheria. After hearing the doctor’s paper 
I think it would be wise for those who had used 
it to take his advice and not use it again. 


Dr. H. M. Austin, Laredo, Tex.—I appreciated 
the paper very much because of my association 
with a Mexican physician who gives digitalis in 
practically all cases of cardiac disease. I have 
seen some very untoward results from .the ad- 
ministration of digitalis in cases of diphtheria. 
We come directly in contact with a great many 
cases of diphtheria on and near the border. 


GUYOT: FORMALIN URTICARIA 


REPORT OF A CASE OF FORMALIN 
URTICARIA 


By J. DE’ VOINE GuyoT, M.D., 
Bucklin, Mo. 


While the number of substances capable 
of causing urticaria is increasing almost 
daily, it is, nevertheless, interesting to 
have definite knowledge of those causes. 
The case here reported is clean cut and 
definite. 


J. N., age 9 years, was brought to my office by 
his mother with the history that he had suffered 
from a violent urticaria for three days. She had 
administered repeated doses of salts with the idea 
that it was intestinal in type, the boy having had 
previous attacks due to intestinal stagnation, but 
there was no diminution of the wheals. 


I was informed that the boy was having some 
trouble with a tooth and was having it treated 
by a dentist preparatory to having it filled. 

I‘called up the dentist and found that he was 
using formalin in the cavity. Knowing that urti- 
caria had been caused in one instance by the ap- 
plication of formalin to a pulp cavity, I requested 
the dentist to remove the application and thor- 
oughly flush out the cavity. The result was that 
the urticaria disappeared in six hours. 


Heidingsfield reported a similar case in 
the Journal of Cutaneous Diseases which, 


as far as I can ascertain, is the only other 
case of the kind reported. 


It is not uncommon to find urticaria 
among workers in formalin, especially 
laboratory workers, but there the amount 
of formalin exposure is relatively large. 
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TROPICAL DISEASES AND PUBLIC HEALTH 


HEALTH INSURANCE* 


By FREDERICK R. GREEN, M.D., 
Secretary, Council on Health and Public 
Instruction, American Medical 
Association, 

Chicago, 


Compulsory state supervised industrial 
insurance, social or health insurance, as it 
is variously called, originated in Germany 
in 1883. Responsibility for it is generally 
attributed to Bismarck, at that time chan- 
cellor of the German Empire. Various 
forms of state regulation, partial or com- 
plete, compulsory or voluntary, have in the 
last thirty-five years been adopted in many 
European countries. To discuss the de- 
tails of this movement in each country is 
impossible. 

In this country, the subject was first 
taken up by the American Association, for 
Labor Legislation, which had previously 
been active in securing the passage of 
workmen’s compensation laws in forty-two 
states. In December, 1912, it organized 
its social insurance committee, which ‘in 
1914 prepared a teiitative draft of a health 
insurance act. This was introduced in 
Massachusetts, New York, and New Jer- 
sey. In 1917, the bill was introduced into 
twelve state legislatures. None of these 
fifteen states adopted the bill. Eight of 
them (California, Massachusetts, New Jer- 
sey, Connecticut, Illinois, Ohio, Pennsyl- 
vania and Wisconsin) appointed commis- 
sions to investigate the subject. In Mas- 
sachusetts and California two successive 
commissions were appointed, making in 
all ten official bodies which have made sur- 
veys, collected evidence, held hearings and 
issued reports on this question. In New 
York a reconstruction commission, ap- 
pointed by the Governor, also considered 
this subject. In Massachusetts, the first 
commission reported in favor of compul- 
sory health insurance and the second com- 
mission reported adversely. In California, 
both commissions reported in favor of the 


*Read in Section on Public Health, Southern 
Medical Association, Fourteenth Annual Meet- 
ing, Louisville, Ky., Nov. 15-18, 1920. 
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plan, but on a referendum to amend the 
state constitution to permit the establish- 
ment of compulsory state health insurance, 
it was defeated by a vote of 358,324 to 
133,858. In New Jersey arid Ohio the com- 
missions reported favorably. In Connect- 
icut, Wisconsin and Illinois the majority 
of the commissions reported against it. 
In Pennsylvania the commission recom- 
mended further study and investigation. 
In New York the Governor’s commission 
reported favorably, but the bill failed to 
pass. Up to the present time it has been 
introduced in fifteen states and passed in 
none. 


Let us now ask what is this proposed 
plan, stated in its simplest terms? The 
standard bill drafted by the American As- 
sociation for Labor Legislation provides 
that all employees earning less than a 
given amount shall be entitled to medical, 
surgical, hospital and nursing care, dental 
treatment, maternity benefits, cash bene- 
fits and funeral allowances. These serv- 
ices are to be paid for out of a fund of 


which the state furnishes one-fifth. Two- — 


fifths are to be contributed by the em- 
ployee in the form of compulsory payments 
of a certain percentage of his wages, va- 
riously estimated at from 3 to 714 per 
cent, and the remaining two-fifths are con- 
tributed by the employer in the form of 
compulsory payments of about the same 
percentage of his payroll. This fund is to 
be administered by a local board for each 
group of 5,000 employees, to be composed 
of an equal number of representatives of 
employers and employees, all the local 
boards to be under a _ state commission 
which will determine the conditions of 
medical treatment, terms of compensation 
to physicians, etc. 

Details vary in different bills, but do not 
affect the principles involved. The maxi- 
mum annual income as fixed by the British 
law was approximately $800 a year. That 
is, only employed persons whose gross an- 
nual income was $800 or less came under 
the compulsory provisions of the law. This 
has since been raised to $1,200. In the 
model bill drafted by the American Asso- 
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ciation for Labor Legislation, the maxi- 
mum amount is $100 a month. In the 
Donahue-Davenport bill in New York no 
limit was specified. The proportionate 
amounts to be contributed by the three 
parties also vary in different bills. The 
amount contributed by each employee is 
fixed by a sliding scale in accordance with 
which the amount contributed by the em- 
ployee decreased and that contributed by 
the employer increased as the weekly earn- 
ings decreased in amount. Employees re- 
ceiving less than $5.00 a week pay noth- 
ing, the employer paying 80 per cent and 
the state 20 per cent. Medical and surgical 
attendance is provided either by the ap- 
pointment of certain physicians as whole- 
time insurance physicians, or by the crea- 
tion of a panel or list of physicians in 
each district willing to care for those in- 
sured. Proposals for the compensation of 
physicians differ. The payment to each 
physician of a fixed salary, division among 
all the physicians on the panel of the 
amount appropriated for medical and sur- 
gical services for the district and a capita- 
tion system by which each physician is 
paid in accordance with the number of per- 
sons treated or the amount of work done 
during the year, are among the plans pro- 
posed. 

Such is the plan in its briefest terms. 
Endless discussion has taken place regard- 
ing details, with the result that the funda- 
mental issues’ have been lost sight of. 
What are the arguments in favor of it? 

The brief on the model bill prepared by 
the American Association for Labor Leg- 
islation makes the following claims:.There 
is a disproportionately large amount of 
sickness among the employed. This causes 
immediate loss of time and wages and re- 
sults eventually in incapacity and poverty. 
There are, as nearly as can be estimated, 
3,000,000 persons in the United States sick 
at any one time. Each of the 30,000,000 
wage earners loses approximately nine 
days a year through illness. The resultant 
annual wage loss amounts to half a billion 
dollars. The wages paid American work- 
iIngmen are inadequate to enable them to 
meet the expense of sickness and to bear 
the losses consequent on sickness and inca- 
pacity. It is, therefore, necessary to dis- 
tribute this burden among three parties, 
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viz., the employee, the employer and the 
state. The objects of the proposed plan 
are, therefore, primarily two, viz., to re- 
duce to a minimum the amount of time lost 
by workmen through sickness, and to di- 
vide between the state and the employer 60 
per cent of the cost of the illness of em- 
ployees, leaving 40 per cent for them to 
carry as their share. 

It would be interesting if time permitted 
to discuss in detail the evidence pro- 
duced by the advocates of social insur- 
ance in support of their proposition. 
It can only be pointed out here that 
the arguments in favor of the plan rest 
on estimates or opinions and not on 
facts. The evidence is not “overwhelm- 
ing,” neither does it clearly indicate the 
need for social insurance, as claimed by its 
advocates. On the contrary, the evidence 
is fragmentary, incomplete and unconvinc- 
ing and many of the conclusions drawn are 


‘not justified by the facts. There are no 


figures in existence showing the death rate 
in the United States from different causes, 
or among different social and industrial 
classes, the amount of sickness in the 
United States for any given period or 
class, the average income of workmen in 
the United States or the average amount 
of time lost by workmen through illness. 
Statements made by advocates of the plan 
are, in the main, based on studies of small 
groups, the conclusions drawn from these 
groups being applied at proportional rates 
to the entire population. Such methods 
are clearly fallacious. There are no rea- 
sonably ‘complete or convincing data which 
would justify the sweeping generalizations 
made by the advocates of the scheme. The 
only way in which convincing evidence can 
be secured is by a survey of the state in 
which the proposed plan is under discus- 
sion, made not to secure-evidence to sup- 
port a preconceived theory, but to obtain 
facts as to existing conditions as a basis 
for whatever constructive action may be 
necessary. Such a survey has not yet been 
made in any state. 

Let us now examine the plan to deter- 
mine what it is not. 

In the first place, it is not insurance. 
The essential principle of insurance is the 
distribution of loss from any cause among 
a large number of persons subject to the 
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same risk, so that the loss of one will be 
borne proportionately by all. For ex- 
ample, 100,000 men owning houses, either 
by mutual agreement or by taking out 
policies under a corporation, prorate 
among the entire number any losses that 
may arise to any one of the number, so 
that the loss of each one is distributed 
among the entire group rather than borne 
by the individual. That is insurance. The 
proposed plan is not insurance, since it 
does not distribute the loss among those 
exposed to the same risk, but brings in 
two parties in no way sharers of the risk, 
viz., the employer and the state. If the 
proposed plan provided for distribution of 
the entire cost of illness of employees 
among themselves, either mutually or 
through a supervising corporation or the 
state, then it would be insurance. As it is, 
it is simply a method of taxing all the 
citizens of the state, either directly or in- 
directly, in order to maintain the produc- 
tive efficiency of part of the population. 
All the cost will ultimately come on the 
consumer. Neither the employee nor the 
employer, as such, will bear any part of 
the expense. What would happen if such 
a plan were adopted in any state? The 
workman, finding that a certain amount 
was deducted from his wages each week, 
would immediately demand that his wages 
be increased enough to make good this 
deficit. This increased wage would be 
added to the operating expenses of the 
plant. The employer could hardly be 
expected to pay his assessment out of 
his profits. He would add his share 
to’ the operating expense account. So 
that the cost of production and_ ulti- 
mately the cost of the product to the 
consumer would be increased by the addi- 
tion of whatever amount the employees and 
the employers were compelled to pay, and 
would be paid by the consumer as an indi- 
rect tax and as a part of the price of the 
commodity. The one-fifth contributed by 
the state could only be paid out of money 
secured by taxation. The proposed plan, 
therefore, is not insurance at all, but is 
simply a plan for providing medical, sur- 
gical and hospital care for employed per- 
sons in order to increase the industrial out- 
put and so benefit a portion of the popula- 
tion at the expense of the entire citizen 
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body through direct and indirect taxation. 

In the second place, the proposed plan 
is not health insurance. The object is not 
the maintenance of health, but the main- 
tenance of productive efficiency. It is 
neither a medical nor a public health prop- 
osition. It is purely an economic measure, 
intended to maintain the efficiency of the 
employee and the productiveness of the in- 
dustrial plant at the highest possible point. 
There is no evidence that the proposed plan 
would have any public health value. The 
term health insurance, therefore, is a mis- 
nomer. Instead, it should be called taxa- 
tion for the increase of individual produc- 
tion. 

In the third place, contrary to popular 
conception, the proposed plan is not intend- 
ed for the relief of poverty and unemploy- 
ment. In England, which has probably the 
most elaborate system of poor relief laws 
of any country, the operation of the poor 


- laws has not been altered by the adoption 


of social insurance. The proposed plan 
only cares for those who are employed and 
who are drawing wages. Those unemploy- 
ed at the time such a law would go into ef- 
fect and those incapable of supporting 
themselves, are in no way provided for un- 
der such a plan and would be cared for 
through voluntary philanthropy or by state 
charitable institutions, as at present. _ 
In the fourth place, it is unsuited to 
social, economic and political conditions in 
this country. It is undemocratic in that 
it substitutes governmental care for per- 
sonal responsibility and creates a definite 
class of employees. In European countries 
classes are fixed and stationary. A man 
is born into a certain class and remains in 
it through life. If he is born into a wage 


-earning family, he becomes a wage earner 


and generally remains one. In this coun- 
try, we have no such class distinctions. 
The employee of today is the employer of 
tomorrow and the member of the leisure 
class of the day after. He is not only 
able and willing, but eager to bear his own 
responsibilities, to assume the burden of 
his own mistakes and misfortunes and to 
reap the result of his own enterprise and 
energy. He does not need nor desire gov- 
ernmental supervision. 

When carefully analyzed, the proposed 
plan is seen to rest on four propositions, 
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all of which must be proven in order to 
establish a case. These are: 

1. There is a disproportionate amount 
of sickness among employed persons caus- 
ing financial loss, incapacity and poverty 
greater in proportion than that sustained 
by the average person and requiring spe- 
cial methods of relief. Until this is proven, 
there is no reason for special laws for em- 
ployees. 

2. The financial burden caused by sick- 
ness is heavier than the average employee 
is able to bear. Until this is proven, there 
is no reason to assume that he can not 
carry his own burden. 

3. Present methods of promoting public 
health and controlling diseases are not ade- 
quate. Until this is proven, there is no 
need of devising any new plan. 

4. Compulsory state supervised sickness 
insurance is the best remedy for this con- 
dition. Until this is proven, it is possible 
that some other remedy may be better. 

The burden of proving these four prop- 
ositions lies with the advocates of social 
insurance. No one of them has yet been 
proved. Neither is there at present any 
conclusive evidence or any mass of statis- 
tics or data by which any one of them 
can be proven. It is not known how much 
illness or incapacity exists, either among 
employed persons or among any other class 
of our population. It is not known what 
is the average wage. It is not known 
whether the burden of illness is or is not 
heavier than the average employee can 
bear without assistance. It is not known 
whether existing agencies are adequate or 
not. Statements as to the number of per- 
sons sick in the United States at any one 
time, among wage earners or any other 
class, or among the population as a whole 
as to the amount of time or money lost 
through sickness are estimates, in many 
cases are mere guesses, based on generali- 
zations from: incomplete and inadequate 
data and not on facts. 

Of the four essential propositions on 
which the proposed plan rests, the first 
three can not be proven owing to insuf- 
ficient knowledge. But even if it could be 
shown that employees as a class are suf- 
fering from an undue amount of illness, 
that the financial cost is greater than they 
can bear without assistance, and that pres- 
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ent methods for remedying this situation 
are inadequate, it still remains to be proven 
that the plan proposed is the best remedy. 
The claim that health insurance is the best 
remedy for existing sociai ills is a pure 
assumption. At least five alternatives 
must first be considered. These are: 

1. An increase in the wages paid to 
employed persons so that each one will be 
able to bear his own burdens. 

2. The development of state, municipal 
and local health agencies to a point where 
preventable disease will be reduced to a 
minimum and the burden on the individual 
lightened by reducing the amount of sick- 
ness. 

3. The development of voluntary thrift 
and savings habits among employees to a 
point where through increased thrift and 
foresight they may be able to provide for 
their own emergencies. 

4. The development of voluntary indus- 
trial insurance on the part of employees 
and employers in industrial corporations 
and groups. 

5. The development on the part of wage 
earners and employees themselves of vol- 
untary assessments and benefits through 
trades unions, benefit associations, etc., for 
their own protection. 

All of these are possible alternatives to 
compulsory insurance involving the devel- 
opment of methods already in operation. 
Naturally existing remedies must be con- 
sidered before a new and untried scheme 
is adopted. Just as the surgeon would 
consider every alternative before advising 
a radical operation, so the inadequacy of 
existing methods must be proven before 
taking up any new and experimental 
schemes. 

The attitude of the organized medical 
profession on this question has been of- 
ficially determined. The American Medi- 
cal Association at the New Orleans session 
in April, 1920, adopted by a practically 
unanimous vote a resolution declaring its 
opposition to any plan of compulsory, con- 
tributory insurance against illness or any 
other plan of compulsory insurance pro- 
vided, controlled or regulated by any state 
or the Federal Government. A number of 
state associations have adopted similar res- 
olutions. The organized medical profes- 
sion is, therefore, unqualifiedly opposed to 
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compulsory state health insurance. 

But while this disposes of the specific 
question of health insurance, a larger prob- 
lem at once presents itself. The next ques- 
tion is, whether the rendering of such a 
verdict constitutes the whole duty of phy- 
sicians. Let us apply the same situation 
to the more familiar field of private prac- 
tice. Suppose any one of us were called as 
a consultant in the case of an individual 
patient. After careful examination of the 
patient we find that both the diagnosis and 
the treatment are wrong. Is our full duty 
as a consultant performed when we have 
stated these conclusions to the patient or 
to his friends? Under such circumstances, 
should we not immediately be asked to fur- 
nish the correct diagnosis in place of the 
erroneous one and to supply a_ proper 
method of treatment as a substitute for the 
one we have condemned? And should we 
not all admit that if we refused to do so, 
there was no alternative remaining but to 
confess that the case was beyond our abil- 
ity and knowledge, and to withdraw and 
give place to a more capable practitioner? 


In the case under discussion, the patient 
is the social body. That it is suffering 
from certain ills is probably not ques- 
tioned by any one. The exact nature and 
extent of these ills, in other words, the 
diagnosis, is the question at issue. Until 
an exact diagnosis is made, any proposed 
method of treatment must necessarily be 
empirical rather than scientific. We have 
questioned the views of those who claim 
to be competent and qualified to diagnose 
and prescribe for our social ills. We have 
opposed the treatment which they have 
prescribed as unscientific and inadequate. 
Does not this situation constitute a direct 
and unavoidable challenge to the medical 
profession either to furnish a correct rem- 
edy for such ills as may be demonstrated, 
or to admit that the case lies outside of 
our province and to withdraw in favor of 
a better qualified authority? 

I think we all agree that both the mak- 
ing of a diagnosis and the prescribing of 
the treatment for the diseases of society 
are at present beyond the ability and 
knowledge of any one man, either physi- 
cian or layman. We are at present with- 
out the exact knowledge of social condi- 
tions necessary for accurate diagnosis of 
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social ills, nor will such a diagnosis be pos- 
sible until we exert the same energy, abil- 
ity, industry and perseverance in the study 
of social ills that the medical men of our 
own and previous generations have shown 
in investigating the diseases of the indi- 
vidual. But the assumption of this task is 
an assertion of our belief that the study 
and treatment of social ills are just as 
much functions of the modern physician 
as are the diagnosis and treatment of the 
ills of the individual. What has been the 
history of the profession on this point? 


Up to the middle of the last century, 


medical practice was individual. No one 
consulted a doctor until afflicted with some 
specific disorder. The only interest that 
the physician had in the patient was a 
personal one. Little was known regarding 
the cause of the disease, the method of its 
transmission or the means for its preven- 
tion. If a physician were called to see a 
patient suffering from typhoid fever, he 
treated that patient until he recovered or 
died. There was no way of knowing how 
the patient had acquired the disease or 
how any other individual could acquire the 
disease from him. The physician had no 


responsibility to the community since there 


was no act of his the performance or omis- 
sion of which could in any way affect so- 
ciety either favorably or unfavorably. All 
that he could do was to care for his indi- 
vidual patient and so far as possible in 
the case of those diseases which experience 
had shown to be infectious, to prevent 
others from contracting it. As Sir George 
Newman, the chief medical officer of the 
British Ministry of Health, says, up to 
1850 the medical profession had no public 
or social functions or responsibilities ex- 
cept the enforcement of such crude meth- 
ods of quarantine as had been established. 

As a result the instincts, training, meth- 
ods and traditions of the medical profes- 
sion for centuries past have been almost 
entirely individualistic and have centered 
on the individual treatment of individual 
patients. The full duty of the physician 
was performed when he gave the best skill, 
ability and care that he possessed to the 
treatment and care of his individual pa- 
tients. 


Today an entirely different situation ex- 
ists. Modern medicine has a social value 
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as great if not greater than its individual 
importance. The development of the nat- 
ural sciences during the nineteenth cen- 
tury increased our knowledge of diseases 
and their prevention more rapidly during 
the last fifty years than in the preceding 
1,800 years of the Christian era. The de- 
velopment of preventive medicine since 
1870 is too well known to need recounting. 
Today if a physician is called to see a pa- 
tient and makes a diagnosis of typhoid 
fever, while he will naturally do every- 
thing possible to promote the comfort and 
recovery of the patient, yet the determina- 
tion of the source of the disease and the 
prevention of the development of other 
cases from the initial case as a focus, i. e., 
the social aspects of the problem, are of 
as great if not greater importance than 
the treatment of the individual patient. 
This becomes increasingly true as the dis- 
ease increases in rarity and severity. Sup- 
pose a single case of bubonic plague were 
discovered tomorrow in New York City. 
The correctness of the diagnosis in this 
single case would affect directly or indi- 
rectly every man, woman and child of the 
millions in New York and of the many 
millions in the eastern half of the Nation. 
A single case of yellow fever in one of our 
seaports might easily change the currents 
of trade and affect millions of dollars of 
capital and innumerable human beings. 
Modern scientific medicine is today one of 
the most vitally important and indispensa- 
ble factors in modern life and we have 
as yet only seen the beginning. We can 
not now appreciate or realize the possible 
benefits which our present and future 
knowledge of diseases and their control 
will have on the well-being and happiness 
of the human race. 

But while for half a century our knowl- 
edge, as Tennyson says, has “grown from 
more to more,” our professional habits 
have remained the same. While the social 
value of medical services is now equal to, 
if not greater than the value of medical 
services to the individual, the medical pro- 
fession is as individualistic today as it was 
fifty years ago, and as it has been for the 
last five hundred years. The time of med- 
ical students is devoted to learning specific 
facts for application to individual cases. 
In spite of the rapid development of public 
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health administration as a function of mu- 
nicipal, state and national government and 
the constantly increasing demand for prop- 
erly trained and qualified men to serve in 
official positions, our medical graduates are 
still trained almost exclusively for the 
treatment of individual patients. Every 
medical student is given exactly the same 
training, largely instruction in the exam- 
ination, diagnosis and treatment of indi- 
vidual patients. Practically nothing is 
taught. him regarding social medicine. If, 
after graduation, he has an opportunity to 
take up public health work, he is forced to 
get his training at the expense of the com- 
munity after he has been appointed to 
office. It is only in the last few years that 
any differentiation has been undertaken 
between the training necessary for indi- 
vidual practice and that required of a man 
who desires to devote himself to the serv- 
ice of the community or the state. 

What is true of our medical colleges is 
also true of our medical societies. Papers 
on public health questions or on social and 
economic problems are read to a handful 
of listeners, while the majority of the 
members flock to some surgical amphithe- 
ater to see a surgeon operate on an indi- 
vidual gall-bladder, or to listen to papers 
on the diagnosis and treatment of indi- 
vidual patients. Questions of public policy 
and legislation involving the welfare of an 
entire state arouse little general interest 
and are left to a small group of public 
spirited physicians. Our professional 
standards are based on the same methods 
of valuation. An individual's standing or 
success in the profession is estimated 
largely by the number of patients he has 
seen, the number of clinical cases he has 
reported or the number of operations he 
has performed. So long as the profession 
was limited entirely to individual services, 
these were the natural standards. Today 
these standards are obsolete. 

If it be argued that in the development 
of social medicine, in so far as it has gone, 
the physician has contributed his full share 
of services, often at considerable sacrifice 
to himself, it can only be replied that this 
is perfectly true, and that as a health of- 
ficer or a member of a local or state board 
of health at a ridiculously small and in- 
adequate salary, or as an attending phy- 
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sician or surgeon to a public institution or 
free clinic, the great majority of physi- 
cians give valuable services worth large 
sums of money. But it is at the same time 
equally true that these contributions, mag- 
nificently generous as they are, have been 
contributed by the physician as an indi- 
vidual rather than as a part of professional 
participation in a definite social program. 

The explanation of this apparently par- 
adoxical situation lies in the fact that to- 
day, as for centuries past, the physician 
makes his living by charging individual 
patients for individual services, and so 
long as individual services are the princi- 
pal source of income of the majority of 
physicians, there naturally will his chief 
interest lie. While the development of 
scientific knowledge in the last fifty years 
has produced an entirely different concep- 
tion of the relation of disease to society, 
of the duty of society to the individual and 
of the individual to society in the control 
and prevention of disease, the economic 
relation of physicians both as individuals 
and as a body to their patients is still prac- 
tically the same individualistic relation 
that it has been for hundreds of years past. 
The medical student of today still gives the 
greater part, if not all, of his time to the 
study of disease as an individual phenom- 
enon, while the practicing physician gives 
the bulk of his time and practieally all of 
his interest to the treatment of individual 
patients. It is absolutely essential that 
physicians recognize the fact that the treat- 
ment of diseases of the community are just 
as much a function of the medical profes- 
sion as are diseases of the individual and 
that they endeavor to qualify for the same 
services in the social field that they have 


so magnificently performed and are now .. 


performing in the individual field. 

If they fail to do so, then they must ex- 
pect to see this field taken over by non- 
medical workers. This has actually oc- 
curred in the last few years in social wel- 
fare organizations made up almost en- 
tirely of men and women without medical 
knowledge and in many cases without any 
scientific training. While an effort has 
been made to put their theories and prac- 
tice on a sound basis, the subject is as yet 
too new, the data too incomplete and the 
workers as a rule too little trained to en- 
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title social welfare to recognition as a 
science. Yet it is from this class very 
largely that the supporters and advocates 
of so-called health insurance have been re- 
cruited, while the scheme itself is probably 
only the first one of many plans which 
will be suggested as remedies for condi- 
tions which increasing investigation of the 
field of social medicine are revealing. 


It is most important that physicians 
should understand clearly the significance 
of the present agitation for health insur- 
ance. To regard this movement as an iso- 
lated and single phenomenon would be a 
serious error. On the contrary, it is the 
result of a long series of causes which 
reach back to and spring from the same 
source as the development of scientific 
medicine. The medical profession itself, 
through its labors and progress, is very 
largely responsible for the present situa- 
tion. For fifty years we have been so 
busy extending our knowledge of disease 
that we have had no time to adjust our 
business methods to conform to changing 
conditions. While we possess scientific 
knowledge which enables us to render serv- 
ices of greater value than any other pro- 
fessional group can offer, we have con- 
tinued to do business on the old basis of so 
many dollars for so many calls on the in- 
dividual patient. Yet the medical services 
which can be rendered and which in the 
future must be rendered to the community 
by physicians are of far greater value than 
any services which we can render to the 
individual. Medical services have grown 
in value and importance until under pres- 
ent methods, modern, up-to-date medical 
attention is beyond the reach of the ma- 
jority of persons unless they secure it 
through charity. The proposed plan of 
health insurance is only one of the schemes 
proposed whereby adequate medical serv- 
ices can be put within the reach of the av- 
erage workman. The fact that this partic- 
ular plan is economically unsound, and 
that it probably would be ineffective in 
operation does not relieve us of the imme- 
diate necessity of devising some method 
by which adequate medical services can be 
made available for every individual need- 
ing them. 

The proponents of the proposed plan, 
instead of first studying the situation in 
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this country and devising a plan suitable to 
existing conditions, endeavored to trans- 
plant entire, from Germany by way of 
England, a plan unsuited to this country 
and out of harmony with our social insti- 
tutions and economic conditions. But if 
we could tomorrow defeat beyond any pos- 
sibility of resuscitation the establishment 
of health insurance in every state in the 
Union, we should be no nearer the solu- 
tion of the real problem before us than we 
were before. There would remain the need, 
as imperative as ever, of remodeling the 
economic methods of practice now exist- 
ing in the medical profession and of sub- 
stituting for the method of individual serv- 
ices to individual patients some plan 
whereby each individual as a part of his 
social right will secure every protection 
for his health and well-being that modern 
medical knowledge can give him. The ef- 
forts for the adoption of health insurance 
should be recognized as the beginning of 
an effort to readjust professional methods 
to social needs. 


In the discussion of this question there 
are as always three distinct groups: first, 
the conservatives who desire only that 
things shall remain as they are; second, 
the radicals, who look forward with eager 
vision and often without accurate discrim- 
ination toward what they hope will be 
better conditions and who favor any pro- 
posed change in the existing status; and 
third, the mass of the medical profession 
who have accepted conditions as they found 
them and have made the best of them, 
who are willing to adopt new methods if 
their value can be demonstrated, who are 
neither wedded to the past as are the con- 
servatives, nor plunging rashly into the 
future as are the radicals. I take it that 
75 per cent at least of this audience belong 
to the third class. To you, therefore, I 
wish to submit the most important and 
fundamental question in the whole discus- 
sion: is social medicine a function of phy- 
sicians? Is the physician of the future go- 
ing to restrict himself to the treatment of 
‘individual patients as he has in the past, 
or is he going to assume the responsibility 
for the treatment of society and of hu- 
manity in the mass as well as of the indi- 
Vidual? If he is, then he must qualify 
himself for this work. If he is not, then 
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he can not complain if others take up the 
work which he refuses to do. 

I assume that there is no difference of 
opinion as to the answer to this question. 
The medical profession owes it to society 
as to the individual to render the best serv- 
ices and do the best work of which it is 
capable. It is inconceivable that the high- 
est type of medical service, whether indi- 
vidual or social, shall be rendered by any 
other than scientifically trained medical 
men. But if physicians are going to as- 
sume this responsibility, especially if we 
are going to demand control of this field, 
as we have of the treatment of individual 
ills, then we must qualify for social lead- 
ership just as thoroughly as we are now 
qualifying for individual services. 

If we are going to assume leadership, 
then we must have a definite policy. What 
attitude shall physicians take regarding 
the proposed plan of health insurance as 
presented in the model bill of the American 
Association for Labor Legislation? If this 
bill is introduced in your state legislature, 
what attitude should you and your profes- 
sional associates in your state take regard- 
ing it? The organized profession has al- 
ready gone on record as unqualifiedly op- 
posed to it. But it is claimed by the advo- 
cates of this plan that it is a public health 
measure and that its adoption will result 
in improved health conditions and _in- 
creased efficiency. We have shown that 
the proposed plan will not solve our social 
problems. What better plan can we pro- 
pose as a substitute? We have no plan be- 
cause we lack definite knowledge. 

This situation is one which has always 
confronted the advocates of public health 
legislation. We have not known in the 
past nor do we know today the physical, 
economic and social conditions existing in 
the various states which affect the health 
and the efficiency of our people. Our pub- 
lic health program in the last fifty years, 
while based on the best available informa- 
tion, has been hampered by lack of definite 
knowledge regarding the prevalence of dis- 
ease and the physical condition of our peo- 
ple. This fatal defect in the argument for 
social insurance has also been the greatest 
obstacle in the development of effective 
and adequate public health organization 
and administration. The rational plan to 
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follow in developing a health administra- 
tive body, whether Federal, state or mu- 
nicipal, is first to inquire as to the need 
and the amount of work to be accom- 
plished. This method has in few instances 
been followed in the development of public 
health in this country. A lack of definite, 
accurate and reliable information is today 
the chief obstacle in the way of the reor- 
ganization of our Federal public health ac- 
tivities and in the state and municipal 
health organizations. The agitation for 
the passage of so-called health insurance 
laws in the different states gives us an 
unusual opportunity to impress on the pub- 
lic and the legislatures this lack of posi- 
tive knowledge on physical and social con- 
ditions, as well as the importance of de- 
veloping our state public health activities 
along rational lines and to the fullest ex- 
tent. Let us, then, instead of stopping 
with mere opposition, take advantage of 
this strategic situation to make a counter 
attack and to divert the interest in health 
insurance into a forward movement for 
better health laws and organization. 


To the state legislatures in which a 
health insurance bill may be introduced we 
can say: 

“We recognize in this bill a sincere effort, 
unwise though it may be, on the part of its 
advocates to improve health conditions. 
But the plan proposed is not in reality a 
health measure and is not suitable for this 
country. It affects only a portion of our 
population and is based on class distinc- 
tions that are undesirable and not in har- 
mony with our institutions. It provides 
only for wage earners of a certain class 
and is, therefore, undemocratic and un- 
wise. It seeks to develop public health ad- 


ministration through a new and independ- . 


ent body rather than through the recog- 
nized and legally constituted health author- 
ities of the state. It is not possible for 
the advocates of this measure to prove 
their claims owing to the lack of definite 
knowledge regarding the sanitary, social 
and economic conditions which are affect- 
ing the health of our people. This igno- 
rance on questions of the utmost impor- 
tance to our people is also an obstacle in 
the development of our state health ac- 
tivities. The medical profession is deeply 


interested, as it always has been, not only 
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in the health of the wage earner, but also 
in the health, well-being and efficiency of 
every man, woman and child in the state. 
It is the duty of the state to protect every 
man from disease, whether he be employee 
or employer, wage earner or factory 
owner, millionaire or pauper, and to en- 
able him to secure and retain to the ut- 
most good health, efficiency and long life. 
But such state public health work should 
be for the benefit of every citizen and not 
for any class. It should be in the form of 
united action by the people of the state 
for self-betterment rather than in the 
form of pauperizing subsidies and emas- 
culating sick benefits. It should be carried 
on through the legally constituted health 
authorities of the state and not through a 
board of representatives of special classes. 
It should be based on the fullest and most 
complete knowledge obtainable regarding 
existing conditions in this state and their 
bearing on the present physical condition 
of every man, woman and child therein. 
As scientific medical men, we insist that 
any measures for the improvement of our 
citizens be based on proven facts and not 
on unproven theories. We, therefore, ask 
that instead of adopting this incomplete, 
undemocratic and ineffective measure the 
state legislature appropriate a_ sufficient 
amount of money to enable the state board 
of health to make a complete and exhaus- 
tive study of the entire state, showing the 
amount of sickness existing among our 
people, the causes therefor, as fully as it 
may be possible to determine, the social, 
economic and industrial conditions exist- 
ing in the state and their influence on the 
health of the people, together with any 
other facts which may be pertinent and to 
submit a report at the next session of the 
legislature showing the exact conditions 
existing, together with the recommenda- 
tions as to how the existing health organi- 
zation of this state may be increased and 
developed to a point where every citizen 
of the state, regardless of his economic 
condition or industrial status, may be pro- 
tected from disease and may enjoy the 
highest possible degree of good health, ef- 
ficiency, happiness and long life.” 

So much for the immediate issue. But 
what of the larger problem of the relation 
of the medical profession to the field of 
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human welfare? This is the second ques- 
tion which we must answer. 

If the medical profession is to undertake 
responsibility for social service as a part 
of its professional functions, then social 
medicine and its problems must be more 
generally, frequently, broadly and intelli- 
gently studied and discussed in our medi- 
cal organizations and medical publications 
than they have been in the past. If social 
medicine is to be one of the functions of 
the medical profession of the future, then 
the medical student must be given broad 
and adequate instruction regarding its 
problems. He must be taught social anat- 
omy, pathology, diagnosis and treatment 
as thoroughly as he is now taught the diag- 
nosis and treatment of individual diseases. 
We must begin in our medical schools to 
teach the medical student social medicine 
and to develop in the doctor of the future 
an instinct and a capacity for social lead- 
ership. 

The issue is plainly before us. Shall we 
adhere to the methods and practices of the 
past until we are forced to abandon them, 
or shall we ourselves recognize, as Lowel] 


said, that 


“New occasions teach new duties. Time makes 
ancient good uncouth. 

They must upward still and onward who would 
eep abreast of truth.” 


Shall we restrict ourselves to the limited 
field of our professional forefathers or 
shall we broaden our methods to keep pace 
with the ever-widening bounds of scientific 
knowledge? The question is yours to an- 
swer, not only for your own day and gen- 
eration, but for the future of: scientific 
medicine. 


DISCUSSION 


Dr. E. A. Hines, Chairman, Seneca, S. C.—I 
may call on all of you to discuss this question. 
Some of you in the Southland may have thought 
that this subject, which has taken so large a 
hold in Germany, England and elsewhere, possi- 
bly might reach America in the next generation. 
But Dr. Green, in his most interesting address, 
has brought out very clearly that we have to 
face it now. In 1914 I thought I could foresee 
hat some day we would be discussing this very 
question, so I paid a visit to the Secretary of the 
British Medical Association in London to discuss 
with him the question that is before you now. 
Unfortunately ultimatums were coming out in al- 
most every newspaper and an extra was out every 
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few minutes, therefore I could not pursue my in- 
vestigations as I had intended. Nevertheless, the 
Secretary of the British Medical Association did 
his best to enlighten me regardless of the press- 
ing matters that appeared in the first hours after 
the declaration of war. He realized I was seri- 
ous in my intentions, so for quite a while he dis- 
cussed with me the battle through which the Brit- 
ish Medical Association had just emerged. The 
smoke of the conflict in 1914 had not cleared 
away. He told me frankly that there were cer- 
tain features of the law that had surprised him 
in their benefits, that a great many physicians 
who had never earned but a few hundred, or a 
thousand, in their lives were then earning under 
the law from two to three or five thousand dollars 
a year. He very frankly admitted that the ad- 
vancement of scientific medicine was suffering. 
But what I want to bring out is that I could see 
by the tone of his conversation that the British 
Medical Association had by no means accepted 
the law graciously, for they foresaw that the 
basic principles were unsound. J came home and 
we appointed in South Carolina a committee on 
this social insurance problem and we put the 
ablest men in our State Medical Association on 
the committee. Not a doctor in South Carolina 
so far as I know (and we think we are progres- 
sive) raised his hand or his voice in regard to 
the whole matter. I fear that has been the con- 
dition to a large extent throughout the confines 
of the Southern Medical Association. We can 
not close our eyes to this matter, however we may 
wish to do so. So I am going to call on you in 
the light of my remarks—and I am in earnest 
about it—to look upon this matter as of extreme 
importance and let us discuss it here this evening 
as it deserves to be discussed. I am going to ask 
Dr. James A. Hayne, of South Carolina, to open 
the discussion. 


Dr. James A. Hayne, State Health Officer, Co- 
lumbia, S. C—This is a subject which I can dis- 
cuss perfectly unbiased, as I have formed no 
opinion on the subject and have listened with a 
great deal of interest to the masterly presenta- 
tion by Dr. Green. His statement in regard to 
what we medical men are going to do about keep- 
ing the leadership in things scientific, whether 
we are going to take care of the body politic and 
its diseases as we have, or safely taking care of 
the individual and his diseases, is a question that 
is yet to be solved. Already we can see from 
many sources the restlessness on the part of the 
public in regard to the attitude which the general 
practitioner takes towards things social. The 
general practitioner says that he is with us in 
everything that pertains to public health. Do 
his actions prove the sincerity of his statement? 
We who have to deal with the general practitioner 
fear that this is not true. e does not report 
communicable diseases. This is as true of Wash- 
ington as it is true of South Carolina. It is true 
of Maine as it is true of Texas, and it takes in 
the whole United States of America. There is no 
state in the Union that had adequate reporting 
of communicable diseases. What is the attitude 
towards vital statistics? It is an attitude of 
sullen acquiescence with the law. It is not a 
cheerful rendering of assistance to the public 
health officials in this most vital question. Do 
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they make their reports promptly? Ask any of 
the vital statisticians of the United States, and 
they will tell you no. When they do, as I have 
said before, it is in a sullen acquiescence in the 
law. Many of them have said that it was con- 
trary to the constitutional rights that they had, 
that this law should say that a doctor should re- 
turn his reports. They have gone so far in some 
parts of South Carolina as to say they will take 
it to the courts and test the question out. Do 
they quarantine? Do they instruct the families 
as to the necessity of the care of communicable 
diseases to prevent them from spreading from 
one individual of the family to another individual? 
If they do that, do they instruct that family how 
to prevent it from spreading outside of the family 
circle to the neighbors? Gentlemen, the question 
is answered if you will go into the rural districts 
and see how many placards you will find for 
diphtheria, typhoid fever, or any other disease 
except smallpox, the only disease which a physi- 
cian has agreed to quarantine, and the disease 
which is most negligible absolutely from a pub- 
lic health standpoint of all the diseases we know 
of. The death rate in South Carolina in the last 
five years from small-pox is five. There is no 
other possible disease I can think of that has 
less mortality than smallpox. For cosmetic rea- 
sons we like to keep it away from our ladies, be- 
cause it does disfigure their beauty. But as far 
as killing them is concerned, it don’t do it. But 
that is the one disease the medical profession has 
agreed to call a communicable disease and one in 
which they are interested from a social stand- 
point. About five years ago I felt that this thing 
had come to such an acute stage that with my 
feeble efforts I would do the best I could; I would 
at least see that the senior class from the Medical 
College of the State of South Carolina had ade- 
quate instructions as to the laws of the State in 
regard to what their duties were toward the body 
politic. Twice a month I hied me to Charleston 
and delivered a lecture to that senior class on 
that subject. When they graduated they had 
learned so much that when I asked the question 
on their final examination, “To whom should you 
report the births in South Carolina?” the senior 
graduate of honor man replied that the births in 
South Carolina should be reported by telephonic 
communication to the State Health Office. We 
have some forty-four thousand births in the State 
during the year; 1 would be kept right busy if I 
answered all those telephonic communications. I 
don’t want you to think for one instant that I 
am vexed with the physicians for their attitude. 
I think that their attitude has been brought about, 
as Dr. Green has so ably shown, by tradition. 
There are three classes of people in the world 
that are distinctly individualistic. One is the 
preacher; no one in his congregation ever talks 
back to him; he is supreme; his statements are 
always ex-cathedral. The next person who is al- 
ways dogmatic and resents even a suggestion is 
_the professor or the teacher, because the pupil or 
student does not dare to contravert any of the 
statements made by the teacher or the professor. 
Now, the professor and the teacher are often 
right—more often right than wrong—but they 
have that attitude. The next person who is abso- 
lutely autocratic is the doctor. He walks into a 
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sick room and his ipsa dixit remains. If he calls 
it a disease it is going to be that disease, and he 
has to stand or fall on that diagnosis, and if 
they get to questioning much about his diagnosis 
he puts on his hat and gets up and says, “Get 
another doctor, I won’t stay and be criticised,” 
so that is the attitude of the medical profession. 
I think we can not help it. It has been brought 
about by the fact that the doctor has had to 
practice in an isolated way where he couldn’t 
discuss with his fellow doctors, especially in small 
towns, because he wasn’t usually on speaking 
terms with his fellow practitioner. Naturally he 
became autocratic. 


Now, what we have got to do—we can’t do 
much with my generation, we can’t do much with 
the generation of doctors which is now practic- 
ing, which is the next generation below me. But 
we can do something with the generation that is 
coming out of the colleges, and that is one point I 
want to make today. We must impress on them 
that when they get the degree of M.D. that degree 
carries with it a social obligation that is just 
as great as the obligation to cure a person of a 
definite disease. 


Dr. Hugh Cumming, Surgeon-General, United 
States Public Health Service, Washington, D. C.— 
I have listened with a great deal of interest to 
Dr. Green’s able paper, also with interest to the 
Chairman’s remarks of his experience in Eng- 
land, which was about the same as I gathered 
from a similar experience there. 

I feel we are at a critical point now, at the 
cross roads in this matter. It has been culminat- 
ing in the last few years and reached an acute 
point in the last few months. 

I feel that our physicians have not entered into 
this modern conception of the full duty of the 
physician—that is, the average private physi- 
cian. He is still, as the doctor says, very indi-, 
vidualistic. That has been true with the Gov- 
ernment services. I think we have been taught a 
great deal by the war. I feel very strongly that 
part of our duty in our hospitals is not only treat- 
ing the sick and taking them out when they get 
well, but in adopting the social service so far as 
our limitations allow. I have talked the matter 
over with Secretary Houston, who is extremely 
broad-minded and has had a great deal of experi- 
ence along that line. So far as our limitations 
apply, we are now forming a social service which 
we will endeavor to have reach from the sick man 
into the local community through local agencies, 
and keep him in touch with his family, relieve his 
anxiety with reference to his family, and I think 
in that way give him just as good medicine as 
some of the tonics that we prescribe. It cer- 
tainly accelerates the recovery and the convales- 
cence of the patient to be kept informed of his 
family’s condition. That is a rather narrow con- 
ception of social service, but that is as far as we 
feel we can reach. 


When it comes to the rural community, I think 
the critical point there is, who is going to under- 
take the social service work? A great deal of 
volunteer work done is splendid. I think those 
who saw the work done during the war respect 
the men and women who carried it on and want 
to see them continue the work. Nevertheless, I 
think all of those in the State and Federal health 
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work appreciate that much of the effort is misdi- 
rected. Much of it needs guidance. I think we 
have got to go half way. I think the doctors in 
the rural communities—those who are living in 
the country districts—and I judge from the re- 
quests I get for doctors to settle in our coun- 
try that nearly all of them are leaving the coun- 
try districts. They have got to be kept together. 
It has to be done by getting together the doctors 
in the counties and local communities, the estab- 
lishment of clinical centers, and the establish- 
ment of local rural hospitals which will be avail- 
able; and the working out from those centers, un- 
der direction of the medical profession, of social 
service work. I believe that is the only solution 
from the medical profession standpoint that will 
be practical, and the best from the standpoint of 
the welfare of the layman. 

Dr. Frederick L. Hoffman, Vice-President, Pru- 
dential Insurance Company, Newark, N. J.—I 
would not like to let the opportunity pass to say a 
few words on Dr. Green’s excellent address. I was 
gratified to note both in his remarks and those of 
the chairman a new vision of a medical service 
really meeting the recognized needs of the people. 
Those who have been opposing compulsory health 
insurance can not but feel discouraged at the 
acquiescence and apathy of British medical prac- 
titioners in what in my judgment can not be better 
defined than a mediocre, standardized medical 
service. The British medical profession delib- 
erately changed a condition of freedom for a con- 
dition of bondage, and though a commendable 
struggle was made to save at least the semblance 
of independence, the new medical benefit regula- 
tions practically established a quasi-public med- 
ical service. The British medical profession en- 
tered upon its opposition to the proposed legisla- 
tion in 1911, when it was too late. The fight 
against compulsory health insurance in this coun- 
try must be made now, for later it will be to no 
purpose. Health insurance is a clever device of 
politicians and social reformers to establish a con- 
dition of wage-earners’ bondage, under which the 
interests, both economic and physical, of millions 
of men and women will be made subservient to an 
enormous bureaucracy. Social insurance in any 
form under compulsion withdraws an enormous 
proportion from wage-earners’ incomes to be ex- 
pended by lay people largely for medical purposes. 
It is not insurance, but a cleverly disguised form 
of taxation, falsely asserted to be in the nature of 
compulsory thrift. All thrift is voluntary, resting 
upon moral principles of abstinence from current 
income as a safeguard against the contingencies 
of the future. 

I was five months engaged in my investigation 
of national health insurance in Great Britain, and 
I met most of the men prominent in the adminis- 
tration of the act or otherwise seriously concerned 
with one phase or another. I did not meet one 
person in authority who did not, by implication at 
least, utter a voice of warning, equivalent to sug- 
gestion, that we had better leave compulsory 
health insurance alone. 

Pious phrases in politics—like pious phrases in 
reform—merely serve the ulterior purpose of self- 
appointed propagandists indifferent to the real in- 
terests at stake. Mr. Lloyd George, possibly in 
good faith, made assertions of the most far-reach- 
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ing importance, not one of which in practice has 
been realized. He promised adequate medical 
treatment, sufficient income during illness, excel- 
lent sanatorium accommodation and much more 
in the nature of possible supplementary benefits, 
none of which promises square with performances. 

No nation, however rich, can afford to pauperize 
its entire wage-earning population without in- 
curring the risk of bankruptcy, both moral and 
economic. No nation can hold out direct induce- 
ments to malinger, to feign sickness or to unneces- 
sarily prolong sickness without paying the price in 
curtailed production and an increase in the cost of 
living. In other words, no nation can make the 
incompetent and unwilling equivalent to those who 
have energy, self-reliance and practice voluntary 
thrift. 

In this country the agitation for health insur- 
ance had its origin with the American Association 
for Labor Legislation. which is without standing 
with the Federation of Labor and without standing 
with industry or the medical profession. It is 
merely an organization of professional reformers 
seeking, in whatever direction they can, to enlarge 
the sphere of their activities. They are chiefly 
socialists giving furtherance to socialistic aims 
and purposes opposed to the aims and ideals of a 
free democracy. They have seized upon the so- 
called socialization of medicine as a clever device 
to lure the public by false pretenses as regards 
enormous sanitary and other benefits possibly re- 
sulting from such legislation. They are silent as 
to the facts of the situation, but give utterance 
exclusively to fallacies and to worn platitudes un- 
worthy of serious consideration. 

The obiective of the socialization of medicine is 
to destroy the status of medicine as a profession. 
In England the profession is hopelessly divided 
into panel doctors and those who continue to prac- 
tice medicine privately and exclusively. The trend 
today in England is towards trade-unionism in 
medicine, and the Medico-Political Unio cour- 
ageously faces the facts of a situation as alarming 
as it is deplorable. The Medico-Political Union 
intends to fight for the rights of the medical pro- 
fession by the only methods which have been 
found successful. on the principle of collective bar- 
gaining through a well-supported organization 
holding its members to absolute obedience. 

There is a vast amount of unrest in England as 
a result of the recent change in remuneration, 
which is considered far from adequate. The pro- 
fession stood out for 13s. 6d. per capita, but the 
government offered 11s. and carried its point. Yet 
there were those who believed that the 13s. 6d. 
itself was inadequate and that at least 15s. should 
have been granted. On all essential questions of 
adequate remuneration, unlimited size of panels, 
unrestricted right of transfer of panel practice at 
death or retirement, income limitation or the com- 
mon law right of an appeal to the courts the 
British Medical Association lost its case and the 
government carried its point. 

British National Health Insurance is today as 
complex and involved as the German system. The 
rules and regulations are innumerable, and the 
man does not live who masters more than a frac- 
tion. The documentary evidence is overwhelming 
and yet is insufficient to disclose the workings of 
what has become a colossal bureaucratic and auto- 
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cratic machine. It will be said that there is not 
much opposition on the part of medical practition- 
ers to the system at the present time. For that 
matter there is no opposition to the poor law on 
the part of those who receive poor law relief. All 
both want is more money and easier rules and 
regulations. The mediocre practitioner unques- 
tionably has had his economic status advanced, but 
the earnest, ambitious, highly intelligent practi- 
tioner finds his practice reduced to a deadening 
routine, being chiefly concerned with trifling ail- 
ments and many cases which do not involve sick- 
ness at all. The principle of per capita payment 
for medical service is thoroughly vicious, being 
merely an adaptation of the old form of club or 
contract practice, condemned by every medical 
association which has investigated the subject. 


Panel practice today is limited by statutory 
orders to 3,000 names. But that is merely a maxi- 
mum limitation and in practice a number of insur- 
ance committees have gone down to 2,000 names, 
and even less. The smaller the panel, of course, 
the more difficult it is for the doctor to make a 
proper living. If there are 14,000 panel doctors 
and 14,000,000 insured persons the average panel 
is about 1,000 names. As new doctors enter the 
profession—and the medical registration was 
never as heavy as it is now—competition for 
panels must become more and more serious and 
suggests, if not in force, a further panel restric- 
tion, probably to an ultimate limit of 1,000 names, 
if. not even less. This will leave no alternative but 
to work for a higher per capita remuneration, for 
the opportunities for private practice are being 
more and more curtailed. The income limit, which 
originally had been fixed by the British Medical 
Association at £103 was agreed upon as £160 in 
1911, but changed to £250 in 1919, and suggestions 
are now being made for a further raising of the 
limit to £320. The higher the limit, of course, the 
more restricted are the opportunities for private 
practice, yet every panel physician, broadly speak- 
ing, carries on such private practice as he can find. 
Serious complaint is made that there is unjustifi- 
able discrimination in favor of private pa- 
tients as against panel patients whose treat- 
ment in certain cases resembles that of 
poor-law beneficiaries. The time given to patients 
in consultation is less than five minutes, and in 
some cases not more than three and a half min- 
utes on the average, obviously concerned chiefly 
with very trivial complaints, if not downright 
cases of malingering. Panel patients complain 
frequently of unsatisfactory service, and the prac- 
tice is growing of employing physicians at private 
expense to secure such treatment as the case may 
call for. 

I have visited perhaps one hundred bedside cases 
in congested industrial districts. I have examined 
more than 2,000 individual reports made by sick 
visitors. The facts disclosed by my own investi- 
gations are absolutely appalling. Every week the 
British Medical Journal prints letters of complaint 
on one phase of the act or the other. The litera- 
ture is so enormous that no one can hope to mas- 
ter its intricacies, but it will be sufficient to point 
out that there are ten volumes of closely printed 
Supplements to the British Medical Journal, which 
contain a truly astonishing amount of evidence 
available to anyone who desires to know the facts. 
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So much with reference to medical practice. An 
equally strong indictment can be brought against 
pharmaceutical practice or the drug administra- 
tion under the act. The allowances for medical 
and surgical supplies or appliances are ridiculous. 
Everything that is really needed is wanting, while 
the articles which anyone can afford to buy for a 
few pence are made available. There is no pro- 
vision for nursing, nor for hospital treatment, nor 
for surgical operations. Provision has recently 
been made for consultants, but it remains to be 
seen whether the services rendered will be satis- 
factory. The prosecution of physicians for over- 
prescribing is a common occurrence. Drug admin- 
istration has become purely an economic function, 
in which the primary consideration is the protec- 
tion of the drug fund, to the obvious injury of the 
patients’ interests. 


Since much has been made of the value of panel 
medical service in its relation to health conserva- 
tion and health progress, it may not be out of 
place for me to add the results of my investiga- 
tions on this point. I have personally visited a 
large number of health offices throughout England 
and Scotland, and I have amplified my personal 
investigations by letters of inquiry to practically 
every health department of Great Britain. I am 
absolutely convinced that not one iota of evidence 
can be brought forward to prove that the public 
health administration has been advanced in any 
direction whatsoever through health insurance. I 
have gone over near two thousand reports of “vis- 
itors,” disclosing the most appalling housing con- 
ditions and sanitary neglect, but in not a single 
instance was a recommendation made as to the 
direction in which the evil might be done away 
with. Health insurance has no relation to disease 
prevention, but merely to its amelioration and 
possible cure. Those who care to go further into 
this aspect of the question should read a recent 
work by Sir James Mackenzie on “The Future of 
Medicine,” than which no stronger indictment has 
been framed against the misconception that doc- 
tors engaged in the practice of medicine as a heal- 
ing art are at the same time health officers more 
or less in disguise. In his evidence, appended to the 
Report of the Inter-Departmental Committee on 
Medical Records, Sir James Mackenzie takes occa- 
sion to say: “The purpose of the National Health 
Insurance Act is to provide for the prevention and 
treatment of ill-health occurring among the indus- 
trial classes of the community.” But “Legislation 
on matters of health depends upon the state of 
medical knowledge at the time, and as medical 
knowledge is not complete or stationary at any 
one time, but is defective and transitionary, it fol- 
lows that the regulations must be drawn up in 
such a way as to enable them to be adapted to 
advances in medical knowledge, and also to pro- 
vide and encourage opportunities and efforts for 
progress in medical science.” These objectives 
are not realized under panel medical service, 
largely because the defects in medical knowledge 
are rather standardized and stereotyped than 
brought to light for the purpose of correction and 
change. Sir James Mackenzie also takes occasion 
to say that “There is an idea current that diag- 
nosis in the majority of cases is so simple that 
little difficulty should be found in recognizing from 
the patient’s symptoms the nature of the disease 
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from which he suffers, and scheduling it under a 
definite classification.” Yet instead of more time 
being made available, more thoroughness being 
insisted upon, more care being made imperative, 
the tendency today is in directly the opposite di- 
rection, in that the treatment is extremely super- 
ficial and in countless cases certificates are given 
where the patient has not been seen at all. 

These observations are called for by the nu- 
merous articles in the lay press in which reflec- 
tions are cast upon the doctors as to what they 
have not done or in what direction they have failed 
to meet public expectations. The doctor fills the 
most responsible position in the civic community. 
As long as he remains true to his profession and 
to his obligations to cure the sick and to bring 
relief where cure is impossible, he will continue in 
the high esteem in which he has been held for gen- 
erations past. But the doctor is not a quasi- 
health officer, is not engaged in the prevention of 
disease, which represents elements and considera- 
tions totally at variance with those which underlie 
the practice of medicine as a healing art. In 
England the doctor can no longer prescribe what 
he would like; he can not leave his office when he 
would like; he can not take the patients he would 
prefer; he can not make the eharge for his services 
that the services may call for; but he has become 
largely a medical clerk and been deprived of his 
rights and privileges to practice a profession in 
the light of his own conscience and for a reward 
commensurate to the services rendered. 

It is most fortunate for the American medical 
profession that it has been aroused to a conscious- 
ness of the danger that threatens its future and 
that there is now practically a united front in re- 
lentless opposition to the nefarious activities of 
social reformers, whose allegiance is rather to the 
Socialistic party than to the American republic. 
But much remains to be done. Eternal vigilance 
alone will safeguard the interests of the profes- 
sion and the American public against the ever- 
present possibility of renewed efforts which may 
assume directions wholly unanticipated. There 
has been a change of front and the new effort will 
probably be for unemployment insurance and for 
maternity benefits, which are essential elements 
of the whole scheme of social insurance under 
which the wage-earner passes into the complete 
grasp of an intrenched bureaucracy. With his in- 
come mulcted to the extent of 10 or 15 per cent 
weekly; with his body subiect to countless inspec- 
tions and examinations; with his labor time appor- 
tioned as may be directed by the authorities; with 
his leisure time controlled as may be considered 
best, the wage-earner will become as the German 
workman has become—a mere creature of the 
state, subiect to rules, regulations, control and 
direction without end. 

I have an abiding faith in the American medical 
profession—that it will be true to its sacred policy 
at the annual meeting held at New Orleans and 
oppose health insurance in any and every form in 
which its interests and those of its clients are 
concerned. 


Dr. A. T. McCormack, State Health Officer, 
Louisville, Ky.—It seems to me we have gotten 
away from the remarkable address delivered by 
Dr. Green. I think this is the most practical 
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statement that has been advanced by any man in 
the presence of a medical organization in a gen- 
eration. The American Medical Association, had 
it done no other thing than to have given Dr. 
Green opportunity to make this study and to pre- 
sent its results, would have accomplished a great 
deal for the betterment of health conditions in the 
United States. 


I am impressed that his statement has closed 
the chapter as far as health insurance is con- 
cerned to those who are capable of understanding 
the plain reading of the English language, and 
that other plans of opposition to its foibles are 
futile. He has opened a new vista to those of us 
who patriotically, earnestly, sincerely desire to 
see the clear road and to know what to do in the 
solution of the problem presented to public and 
health officials. 


Neither do I subscribe in any degree or in 
any way to strictures on the medical profession, 
even when made by that prince of cynics and 
most subtle of humorists, my distinguished friend 
from South Carolina. I think there is no pro- 
fession about which exactly such criticisms can 
not be made. In the medical profession it is not 
the physician who is at fault personally for fail- 
ure to practice preventive medicine. The thing 
basically gs age is the system of education 
that trains them. That is right. 


I want to say now and here that if Dr. Green 
would — the greatest service he can for the 
medical profession and the people of the United 
States, he will take this paper and take the time 
to read it to every member of the Council on Med- 
ical Education of the American Medical Associa- 
tion. And then, when he has gotten through 
reading it to them, he should read it at the Fed- 
eration of Medical Colleges or see that it is read. 
Even if he has to go himself and read it, let it 
be read at the meeting of the faculty of every 
medical institution of the United States, espe- 
cially the young ones who are still not ruined by 
having themselves so case-hardened that they can 
not write new literature. When we stop to think 
of the progress in public health in twenty years, 
during the professional life time of most of the 

ple in this audience, and that the doctor today 
is taught only forty-five times as much as he was 
twenty years ago—then he had one hour’s lecture 
in a three years’ course, now he has forty-five 
hours in a five years’ course—it is to weep! The 
lectures are very rarely delivered by an orator so 
persuasive or teachers so well taught as the dis- 
tinguished health officer of South Carolina who 
succeeded in getting telephonic reports of births 
returned from 44,000 babies in his State. 

The first thing we can do in the South—Dr. 
Welch can do it in Alabama, Dr. Williams in Vir- 
ginia—is to stop asking ten out of the hundred 
questions on examination of the candidate for a 
medical license in chemistry. I respectfully sub- 
mit that not one ten-thousandth of his knowledge 
should be chemistry, as important as chemistry is. 
Ask him atleast ten questions on examination on 
public health and the schools will find out their 
system is wrong as soon as the students don’t pass 
in public health. Then we will be meeting the 
issue squarely. We are trying to get these les- 
sons across to the people in another way here 
under the leadership of some of our distinguished 
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teachers in Kentucky. I have heard some of 
the finest talks by our leaders like Miss Yancy 
and by the presidents of our normal schools. All 
the distinguished leaders in education tell about 
the influence of physical education, regretting 
much of the tommyrot being taught to the chil- 
dren in the public schools. The children are 
taught the number of bones, the number of layers 
in the skin—things the doctor forgets as soon as 
he is taught them and never uses again. Yet 
those things are taught to all the children in 
the public school, where they are dying by dozens 
of diphtheria and other diseases due to igno- 
rance. I have heard teachers talking about this 
thing, urging other teachers to study and try 
their level best to put it across. It will never be 
done until a few of the smart ones that have po- 
litical sense get hold of the examinations and 
begin to ask sensible questions instead of foolish 
ones. That is true in every line of education. 


I want to say we have a compulsory course in 
physical education. Every teacher gives thirty 
minutes a day to a course in physical education 
approved and prepared by the State Board of 

ducation in co-operation with the State Board 
of Health. That manual has gone into the 
schools. Though illy prepared at the beginning, 
we have made the beginning that is going to 
deliver to us health officials a generation of — 
in a few short years that will have a health con- 
sciousness and a health conscience—the thing you 
and I don’t know about. We can only dream 
about the feasibility of what can be accomplished 
by a man who knows what physical health is, 
who is conscious of it. He demands it because it 
is his right. We have heard prating since the 
beginning of the Christian era, I might say, about 
the inalienable rights of man, the right of trial 
by jury, and a lot of other things. The only 
right left that is not taxed is to have a birth 
certificate and a death certificate. I have won- 
‘dered all my life what the six years were in- 
tended for before.the child started to school. It 
never dawned on me until recently that it is for 
the purpose of having a wise doctor and thor- 
oughly trained public health nurse examine that 
child, find his defects and help his parents to 
relieve them before the time comes to start ‘to 
school. We have been wasting those six years. 


I want to ask Professor Hoffman—he knows a 
lot more than he says; he has a wide field of 
knowledge that he can expose for your benefit, 
as he frequently has for us health officers, who 
admire and love him—I want him to name for 
me a new chair just established in our School of 
Public Health. We have asked one of the lead- 
ing men of Louisville, who has had the greatest 
experience, to deliver a course of lectures on a 
systemic, periodic examination of well folks, be- 
ginning with the babies and ending with the 
adults, We have been trying our level best in 
Kentucky, through an intensive campaign, to get 
well people to go to doctors and have an examina- 
tion made. We have found in a large majority 
of cases that the doctors don’t know anything 
about well persons. I never saw a well: person 
professionally until I examined recruits for the 
Army. I never heard a well lung. ._I never put 
my ear against a chest in my whole medical prac- 
tice unless I suspected something was the matter. 
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When I began to examine recruits I was aston- 
ished at the first test or two that sounded dif- 
ferent from any of those I ever heard before. 
They were normal chests. That is absurd. It is 


‘ridiculous that the people of this State can not 


get that examination. A young woman came to 
me the other day, from my old town, to whom I 
had written urging her to have an examination. 
The local doctor said she was one of the best 
looking women he ever saw in his life. She 
needed no examination. She came up here for 
a physical examination. She saw fourteen men 
at an expense of five hundred dollars and was 
told one tooth needed attention. She learned she 
had a first degree flat foot that produced no 
symptoms in her left arch—all that at an expense 
of five hundred dollars. She thinks the doctor 
in her home town is an ignoramus but an honest 
man, and that the group up here know how to 
make five hundred dollars very easily, both of 
which are true. The examination here was abso- 
lutely outrageous, scientific and soulless. The 
lack of examination down there was a farce. 
What every doctor should know is how to start 
in and examine a baby without clothes—like Dr. 
Bradley does. No doctor is competent to practice 
preventive medicine,in this country today unless 
he knows that. There is no medical school in the 
United States today that is turning out a single 
solitary man that does know it. That is where 
we are, and we have got to correct it. That is 
the field we have to cover, the lesson Dr. Green 
has advanced, and we have to get the vision back 
to the teacher. We have a hard problem in this 
physical education. Our teachers are anxious to 
know how to conduct these classes they are di- 
rected by law to teach. Have we anybody who 
can teach them? The average lecture on physical 
education will put any crowd to sleep. In our 
school of public health we have instructed the 
teachers that when a teacher gets up and uses 
big words as a camouflage that they can not un- 
derstand, they have the privilege of going to 
sleep or getting comfortable chairs and reading. 
-The result is the teachers stop talking nonsense. 
If we did that in the medical school it would be 
a good idea. The idea of buying an electro- 
cardiograph to see the circulation of the blood— 
you might as well teach a course in running a 
flying machine! You can not run the electric 
cardiograph until you get electricity in the coun- 
try. You can not use a flying machine until you 
get a landing place. Neither is of any use. We 
are getting to a place where we are prostituting 
the medical profession in the Temple of Science. 
We are making it a soulless profession. I want 
to say today I feel profoundly grateful for hear- 
ing this splendid address, and I hope every man 
will turn back to clinical teaching, putting the 
laboratory down as a hand-maiden of science, 
not as the director and controller of medical edu- 
cation. If we can do that we can then train our 


‘doctors who are going to be health officers, to train 


our nurses who are going to be public health 
“nurses so they will not be individualized, but so 
each will be multiplied by the knowledge they 
have and be useful to larger groups of people. 


‘ Then when we go before legislatures we can get 


what we want. At present’ we are doing what 
we learned in the Army to do scientifically and 
carefully—all the time trying to get some other 
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fellow to do the job. That is what we do in the 
Army—as colonel, I turn it over to the major. 
He calls the captain; he calls the first lieutenant, 
and so on until it gets to the sergeant and the 
sergeant sees that the thing is done. That is 


what we have today in this medical profession. * 


We have got to get busy and train the doctors so 
they are really useful. The most gratifying thing 
I have ever seen is to see the nurses that came 
from our school last year and who are now doing 
public health work in Kentucky. The future of 
public health work, to my mind, depends first on 
our being able to give the vision that Dr. Green 
has laid before us, and then training and educat- 
ing a personnel who can deliver the goods in 
accordance with that vision. They are attempt- 
ing to lure us away; they are attempting to sub- 
sidize our profession and educate all the humanity 
out of it. I will tell you frankly, so far as I am 
personally concerned, if any member of my family 
were sick, outside of the realm of surgery itself, 
I would prefer to have them doctored by any one 
of those country doctors I know than in the 
most scientific training center in the United 
States. I have faith in the country doctor as a 
remedial agent. I have faith in the sincerity of 
his soul and heart, in the breadth of his knowl- 
edge. He can not know much about preventive 
medicine and won’t know much until he is taught 
while in medical college. If I made a claim that 
the doctors knew nothing about preventive medi- 
cine in this State, I would feel like adding that 
all they don’t know is what the State Board of 
Health has failed to teach them. They are mak- 
ing reports of deaths and births in this State. 
If they didn’t I would feel that we had failed. 
It is such an obvious duty that any man can be 
made to understand its purpose, and he can not 
those reports when he does under- 
stand. 

We must go before our people with an attract- 
ive programme. I would rather have written 
that paper of Dr. Green’s than any other paper 
I have heard in the last twenty years in any 
medical society. I would rather be an honest 
reader and an honest believer in the future of 
medicine than to do almost anything we hear 
about in medical societies. I look forward to the 
future of medicine with renewed assurance of 
its usefulness in public health because he has 
read that paper, provided each person here sees 
that everybody else reads and knows about it 
and sees that it is acted upon. It is really a 
privilege to have discussed such a paper. 

Dr. Green (closing).—This question is such a 
vast one that any amount of discussion might be 
carried on in regard to it. It is impossible to do 
anything more than to touch on one or two points. 
I am gratified at Dr. Hoffman’s affirmation of my 
statement, that so-called health insurance is not 
Insurance, essentially that it is an economic prob- 
lem, and not a health or medical problem. I dis- 
cussed the experience of the British medical pro- 
fession in the first paper which I wrote, but I was 
obliged to omit that in order to save time. The 
mistake the British medical profession made was 
that they paid no attention to the question until it 
had been formulated in permanent form. The 
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British medical profession for years had been out 
of touch with the general public. Lloyd George, 
who in 1910 was comparatively new in government 
circles, borrowed this scheme of social insurance 
from Germany and presented it as a sop to the 
workmen and socialists of Great Britain. He did 
not regard it as a health problem or a medical 
problem, as is shown by the fact that in dratting 
the bill he consulted employers, labor unions, in- 
surance companies, the triendly societies (analo- 
gous in this country to the fraternal benefit asso- 
ciations )—practically everybody interested except 
physicians. He never approacned them or asked 
tor criticisms or suggestions until the bill was 
ready for introduction in Parliament. Then he 
practically said, “Here is the bill we are going to 
introduce. You can take it or leave it.” ‘he Briush 
medical profession made a serious tactical blun- 
der, which I hope the medical profession of this 
country will avoid. They opposed the bill for 
health insurance solely on the ground that the 
compensation offered was not sutficient. The re- 
sult was that they put themselves before the pub- 
lic as opposed not to the general principles ot the 
proposiuon, but only to tne remuneration and the 
terms of employment. That was practically a 
confession to the public, and the public so re- 
garded it, that they were willing to accept the 
pian provided they were paid enough; and imme- 
diately the medical profession was put in the posi- 
tion of opposing the bill not because it was eco- 
nomically unsound, not because it was harmful to 
the well being of the people, but because there 
was not enough money in it for them. The British 
public said, “I'he only reason why the doctors are 
against it is because they don’t get enough.” The 
same tendency has been shown in this country in 
medical journals and medical associations, to con- 
fine the discussion almost entirely to the question 
of compensation. This is a secondary question. 


Don’t labor for a moment under the impression 
that the fight on this question is over. It is not. 
It is just begun. The bill has been introduced in 
fifteen legislatures. If I am not mistaken it is 
going to be introduced this winter in thirty-six. 
In every one of those states it will have to be 
fought. The question for the medical profession 
to determine is on what basis to fight it. There 
are plenty of objections to it. It will not do what 
it proposes to do. It is an inadequate solution of 
the problem. It is not needed, and it is not a 
health measure. We must develop leadership and 
take the lead in organizing public opinion for a 
proper solution of the problems we all know exist. 

The matter Dr. Hines referred to has developed 
since I prepared this paper. Last week the Coun- 
cil on Health and Public Instruction put in two 
days discussing the problems of social medicine, 
the relation of the medical profession to the pub- 
lic and the duty of the medical profession. The 
council will at the Boston meeting, I hope, have a 
constructive program to present to the House of 
Delegates that will at least suggest an adequate 
substitute for health insurance and will outline a 
policy. by which the organized medical profession 
can assume leadership in this field and can organ- 
ize public sentiment. 
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SURGICAL MONSTROSITIES AND 
MONSTER GROWTHS*+ 


By LucIAN H. LANprY, M.D., 
New Orleans, La. 


The title I have chosen may be mislead- 
ing, so I shall therefore begin by clearly 
defining its scope and purpose. As the 
term monster is defined lexicographically 
in many ways, it may be 

1. Anything extraordinary, supernatu- 
ral or wonderful; a thing to be wondered 
at; a prodigy. 

2. It may be a fabulous animal of gro- 
tesque or chimerical figure and often of 
huge size, compounded of human or brute 
shape, or of the shape of various brutes, 
as the sagitary, centaur, faun, mermaid, 
sphynx, minotaur, griffin, cyclops, dragon, 
and manticore, in which the mythology, 
legends, fables and fairy tales of every na- 
tion, of every age and of every clime 
abound. 

3. It may be a matter of size. Any very 
large animal, or anything unusually large 
of its kind, well illustrated in surgery by 
the enormous proportions that certain tu- 
mors or tissue growths may attain. The 
term is also often and properly applied to 
the gigantic creatures that prowled over 
the earth in the early geological epochs 
long before the advent of man. In the 
jurassic period of the mesozoic era, we have 
learned that the dinosaur, iguanodon, 
pterodactyl or dimorphodon, the phoro- 
rachus, the stegosaurus and 57 different 
varieties of that frightful band of saurians, 
dominated the earth. These ferocious mon- 
sters (for they must have been monsters 


*A pictorial review illustrated with sixty lan- 
tern slides showing many unusual and passing 
forms of a gross pathology that is rapidly disap- 
pearing with the advent of modern preventive 
and aggressive surgery. 

¢Chairman’s Address, Section on Surgery, 
Southern Medical Association, Fourteenth Annual 
Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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to have attained the size of 40 to 60 feet 
in length) are happily long extinct and 
have made way for other less appalling 
and more useful creatures. 


“For in this changeful world in which we live, 
A slight adaptive power will often give 
Great steps in life to some, while those in whom 
Such power is not, sink slowly to their doom.” 


4. Then again, when we are speaking in 
medical or zoological terms, the word mon- 
ster without other qualifications is under- 
stood to apply to prenatal deviations in 
the development of the embryo or aberra- 
tions from normal births whether it be by 
excess, deficiency or accretion. These are 
especially familiar to the obstetrician and 
to the embryologist and constitute the now 
complex and difficult science of teratology. 
It is to these prenatal aberrations that the 
term monster is most legitimately applied 
in our professional vocabulary, as _ the 
Greek etymology of “teratology” (teras— 
a monster) which was introduced by E. 
Geoffroy St. Hilaire in 1832, clearly im- 
plies. But it is not with this most inter- 
esting type of monsters that we are con- 
cerned; while the word “teratoid” and the 
embryological relations of the monstrosi- 
ties that we shall exhibit in our pictorial 
gallery will be frequently referred to, I 
shall make it plain that it is not my purpose 
to invade the teratologic domain. 

Then again, there is the psychologic 
monster, the individual regarded with hor- 
ror because of his moral deformity or be- 
cause of his propensity to commit revolt- 
ing or unnatural crimes. With this class 
which furnishes food for thought of the 
criminologist, the sociologist, the moralist, 
the novelist, and the journalist, we have no 
concern on this occasion. 


Our title, “Surgical Monsters and Mon- 
strosities,” might be stretched to a discus- 
sion of some of the immoral monsters who 
infest and disgrace our profession as they 
do the legal, ecclesiastic and other highly 
specialized intellectual groups in the arts 
and sciences, proving merely that men are 
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men whenever and wherever they may be 
and that as such they are subject to the 
same monstrosities of mind as they are to 
those of the body. But to come to our sub- 
ject—and let me dismiss at once the sus- 
picion that I am to impose upon your in- 
dulgence by any pretentious or exhaustive 
exhibitions of mythologic, paleontologic, 
teratologic or psychologic lore, for even 
had I any pretention of learning in any of 
these special fields of inquiry — which I 
have not—I would surely not choose this 
occasion to indulge my proclivities. No, 
gentlemen, the role that I expect to play 
today is much humbler and far more mod- 
est, but I trust if not delectable at least 
more gratifying. For I propose to “per- 
sonally conduct you” (if I may be permit- 
ted to use the hackneyed phrase of a Cook’s 
guide or a Ciceron) through the tour of 
a gallery of pictures which, while not pos- 
sessing the artistic merits or the esthetic 
qualities of the Louvre, the Vatican, the 
Dresden, the Prado or other famous repos- 
itories of art—and in fact would be dubbed 
merely as a “Chamber of Horrors” by the 
uninitiated, has, to the thoughtful surgeon, 
the one merit, that it gives him a vision of 
the passing shades of a monstrous pathol- 
ogy that is rapidly marching to its last 
resting place in the solemn memories of a 
dead past in the history of surgery. For 
it is to the credit of the surgery of the pres- 
ent day that these gigantic and often hid- 
eous excrescences of the flesh are becom- 
ing rapidly extinct by the weeding and 
reaping processes of surgery. Far more 
that the actual extirpation of these ugly 
giants of pathology that I shall exhibit to 
you, the real merit and glory of surgery is 
in its preventive and prophylactic influ- 
ence; its power to nip these in the bud and 
in destroying the seed before it has at- 
tained its overwhelming and life-sapping 
growth. It is the wide diffusion of surgi- 
cal knowledge and the progress of the asep- 
tic technic which has given confidence in 
its methods and safety in its results that 
have made it acceptable to the masses, and 
80 to say “popular” to use the current ex- 
pressions of the days, that have made the 
early recognition and destruction of the 
monstrous specters of the past a dead or 
dying memory, and that has given its 
greatest triumph. 
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It is not to exhibit the marvels of sur- 
gery in its technical achievements, in cop- 
ing successfully with pathologic monstros- 
ities in the operating theatre, that I have 
chosen this subject. It is to emphasize 
the fact that these monstrous forms are be- 
coming rarer, less conspicuous and less 
sensational in our clinics. Thanks to the 
greater confidence of the people in the se- 
curity given by our methods, which permit 
of an earlier and more timely resort to 
surgical diagnosis and treatment, the sur- 
geon of today has become one of the most 
active and efficient agents in the prophy- 
laxis and cure of disease. What has be- 
come of the immense giant hernias that 
were conspicuous in our hospitals only two 
or three decades ago? these immense 
scrotal and umbilical pouches which pro- 
jected below the knees and even lower, 
which held almost the entire intestinal con- 
tent of the abdomen, including some of the 
greater viscera? 

These were monstrous’. eventrations 
which gave the unfortunate victims double 
abdominal cavities in which the abnormal 
compartment was infinitely larger than 
the normal, thus making the reduction of 
the huge prolapsed mass impossible. The 
original abdominal cavity then repudiated 
its former occupants as alien intruders 
who had long lost their right vad domicile 
or fellowship. 


Even after the advent of aseptic surgery, 
which emboldened surgeons to attack them, 
no hope of reduction or cure could be enter- 
tained except by reducing the length and 
bulk of the herniated and prolapsed in- 
testines by wholesale enterectomy. In 
this way great physiological sacrifices had 
to be made and the risk of the operation 
was enormously increased. These great 
hernias have entirely disappeared and are 
seldom, if ever, seen in our clinics. 


The laity has learned how safe and cer- 
tain is the cure by operation, so that no 
one waits for the scrotum to enlarge or the 
umbilicus to protrude. All hernias are 
now attacked and cured in their incipiency, 
practically at all times and at all ages. 
The making and application of trusses is 
rapidly becoming a lost art, just as the 
making and use of pessaries for uterine 
displacements has been relegated largely, 
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though not always justly, to the antiqua- 
rian in gynecology. And since we refer to 
gynecology, what has become of the many 
ovarian cysts and uterine fibroids that 
astounded all beholders with their almost 
incredible exhibition of human endurance 
and survival in spite of the crushing and 
life-sapping burden that they imposed 
upon their victims? 

We have records in the nineties of uter- 
ine fibroids weighing 9314 pounds. MclIn- 
tyre, at Washington, D. C., recorded a case 
of a woman weighing 19914 pounds before 
operation and scarcely a hundred after; 
other giant growths weighing 60, 50 and 40 
pounds are reported by Eastman, Keith 
and Tait. Many more similar instances 
could be duplicated, especially in our 
Southern hospitals in which this pathology 
has found its most notable examples in the 
procrastination and ignorance of the negro 
race. 

We need not retrace our steps further 
than twenty-five or thirty years. The 
cystic fibromas of the uterus attain still 
more prodigous size. In the case of a:ne- 
gress operated upon by Stockard in 1884, 
the tumor weighed 135 pounds. As for the 
pure ovarian cysts, the records of the curi- 
ous and colossal show that of these there 
is no end, even within the last quarter cen- 
tury when abdominal surgery - had fully 
asserted itself. 

Think of ovarian cysts weighing 152 
pounds (Briddon), 132 pounds (McGilli- 
cuddy), 149 pounds and 182 pounds (Reif- 
snyder, 1895), containing 22 gallons of 
fluid; 146 pounds (Rodenstein, 1879), 116 
pounds (Kelly), 8914 pounds (Keith), 80 
pounds (Gregory), 65 pounds (Boerstler), 


70 pounds (Bixby), 70 pounds (Alston), 


80 pounds (Cullingworth, 1895). In this 
last case, a girl 16 years of age, weighed 
170 pounds on the night of the operation 
and 7914 pounds a week after the opera- 
tion.. But it is a superfluous task to quote 
further examples of these monstrous prod- 
ucts of human pathology which abound the 
literature of scarcely three decades ago. 
‘Those who are interested in this phase 
of pathological monstrosities need go no 
further in their search than 1897, when 
the encyclopedia of the “Anomalies and 
Curiosities of Medicine” was published to 
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the lasting credit of American medica! lit- 
erature by Gould and Pyle. 

Those who are fond of the curious and 
the rare will find here in this unique and 
vast repository of learning an inexhaust- 
able research, all the material needed to 
satisfy the most ravenous appetite—and, 
what is more to the purpose, to compare 
and contrast the surgical experience of the 
recent past with those of the living pres- 
ent. 

Judging by the example of the past and 
the recorded achievements of our imme- 
diate predecessors, theirs must have been 
a War of Titans and ours the conquest of 
dwarfs; for, what we now do seems small 
and trivial in comparison. They seem 
to have slaughtered the giant denizens 
of the primeval forest and left only 
the small imps, gnomes and elves to 
bag as our game. However, on rare occa- 
sions, an apparition of this sort startles us 
in our clinics with its mammoth-like re- 
semblance, reminding us of the old tradi- 
tions. Then we are as much surprised as 
if some strange, wild and savage creature 
had strayed into our back yard, as if a 
royal Bengal tiger had made his appear- 
ance among a litter of kittens. While 
these comparisons may appear strained 
and metaphorical, it is none the less true 
that the group of anomalies which’ are 
monstrous by mere accretion or unre- 
stricted growth, as we see them in tumors, 
are becoming rarer year by year, and it is 
this rarity coupled with questions of a 
more complex interest which are related 
to the pathogeny and classification of these 
growths that have led to their preservation 
in our pictorial gallery. 

I can only claim a small contribution to 
the large collection of pictures that Dr. 
Matas (with whom I have the great privi- 
lege of being associated) has accumulated 
for years and has generously placed at my 
disposal for this occasion. These photo- 
graphs have been gathered chiefly from 
that vast treasure house of human path- 
ology, the Charity Hospital of New Or- 
leans, and from Dr. Matas’ private clien- 
tele. I am also indebted to Dr. Matas’ 
clinical lectures and demonstrations in 
which many, if not the majority of the 
patients have been presented and com- 
mented upon as “surgical nightmares” 


— 
+ 
i 
i 
> 
4 
— 


Vol. XIV No. 2 


and “spectres of a vanishing past,” for the 
selection of “surgical monstrosities” as the 
subject of this discussion. 

As the time limit on the program calls 
for brevity, I have made no attempt at a 
systematic or methodical presentation of 
the subject. I have limited it to some of 
the most striking cases, chiefly tumors, 
which, owing to their size and other un- 
usual characteristics, are worthy of record 
and exhibition as ‘‘“museum specimens.” 

There are two groups, however, to which 
I especially desire to direct your attention, 
as they have a special fascination for us 
in our clinics and have stocked our collec- 
tion with very notable examples: the group 
of fat tumors and hypertrophies which il- 
lustrate the anomalies and aberrations of 
fat distribution and the monstrosities 
which result from the unrestricted over- 
growth of fat tissue. Of these the speci- 
mens which show monsters by mere obesity 
or general adiposity, are too numerous and 
familiar to detain us long. From time 
immemorial fat men, women and children 
have been the object of curiosity and the 
number who have exhibited themselves is 
incalculable. Nearly every circus and 
dime museum has its examples and 
some of the most famous have been, in 
this way, able to accumulate fortunes. 
When a fat man or woman can attain a 
weight of 739 pounds (the famous Daniel 
Lambert) or 616 pounds (Edward Bright) 
or a fat woman tilt the scale at 850 pounds 
(a North Carolina negress referred to by 
Gould and Pyle), or a man like Beddoes, 
who was so immensely fat that a lady of 
Clifton (England) called him “a living 
feather bed,” or, still another, like a cer- 
tain Dr. Stafford, who was so enormous 
that, at his death, he was deemed worthy 
of the following epitaph: 


“Take heed, oh good traveler! And do not tread 


hard, 
For here lies Dr. Stafford in all this church 


yard.” 
—Gould and Pyle. 


And when we read of a woman who is 5 
feet 1 inch high and carries 2 waist of 5 
feet 2 inches, with breasts one yard in 
circumference, which hung below the um- 
bilicus, with an abdominal apron that drops 
like a balloon skirt a la mode below her 
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knees, we realize the possibilities of fat 
as a monster maker. We are dealing, then, 
no longer with obesity, but with large, ani- 
mated and ambulant lipomas. ‘To the 
purely practical surgeon, the interest at- 
tached to fat: when it attains these ele- 
phantine proportions, lies in the problems 
of reduction by the pruning and carving 
of the knife. Unfortunately, not many of 
the deplorable victims of the adipose dia- 
thesis are fit subjects for surgical opera- 
tion. In consequence of their defective, 
vicious or disordered metabolism they are 
feeble, cardio-vascular asthenics and vis- 
ceral degenerates who are easily shocked 
and made toxic. None the less, numerous 
cases of lipectomy (Howard Kelly, 1910), 
in which excision of large blocks of ab- 
dominal fat has been successfully effected, 
and which can be seen in nearly every 
large clinic of the country, whether as a 
mere fat-reducing measure or as an ac- 
companiment of umbilical hernioplastics, 
show that surgery can often accomplish 
in one sitting what the therapeutic metab- 
olist can scarcely do by diet and other 
therapy after months and years of patient 
treatment. 


After dismissing this familiar topic with 
a few striking examples, I shall exhibit 
several large regional lipomas (solitary tu- 
mors) ; one, especially, of enormous size 
which you will recognize on the neck of 
an aged negro, which he carried on his 
back like Sinbad’s “old man of the sea,” 
for over fifty years. It grew from the nape 
of the neck and rested upon his dorsal 
spine. It was only when he grew old and 
feeble and tottered under the weight of it 
that he consented to part with it. It was 
successfully amputated by Dr. Charles 
Chassaignac, at the Charity Hospital of 
New Orleans, in 1890, and the old darkey 
returned home with a bent back, which 
he was never able to straighten after it 
had been moulded into an arch by the 
great weight which, Atlas like, he had sup- 
ported for over a half century. 


I shall also show you interesting instan- 
ces of congenital monolateral and. regional 
fat hypertrophies of the subcutaneous fat 
that gave the parts an elephantoid appear- 
ance. Such is the case of a little girl with a 
congenital lipomatosis of the right upper 


lit- 
and 
and 
ist- 
to 
nd, 
are 
the 
ind 
ne- 
en 
of = 
all 
em 
ns 
ily 
to 
us 
li- 
as 
re 
4 
r- 
le 
aod a 
1e 
re 
e- 
a 
is 
a 
d 
n § 
0 
{ 
y 


136 


half of the thorax and corresponding upper 
extremity which I am able to reproduce 
through the courtesy of Dr. Scott, of Tem- 
ple, Tex., who also gave us an opportunity 
to examine the patient. 


There is also a picture of a rare con- 
genital anomaly in a child, otherwise well 
proportioned and physically perfect, which 
appeared at birth in the right lower ex- 
tremity as a congenital lymph-edema, 
which ultimately became a hypertrophic 
lipomatosis such as is described as “lipo- 
matous pseudo-elephantiasis congenita” by 
Mathier, Potain and other French authors. 

There is also another picture of a rare 
congenital anomaly of the foot, of elephan- 
toid appearance, which appeared in a little 
Mexican boy of cretinoid mentality in 
whom a progressive hypertrophy of the 
adipose tissue gave the appearance of a 
localized gigantism. A partial plastic am- 
putation was performed by Dr. Matas and 
the. study of the tissue revealed a charac- 
ter of fat which was different from that 
of ordinary adipose tissue, which differ- 
entiates many of the congenital or fetal. 
lipomas from those of the adult adiposities 
in numerous and striking ways. 

This case invites a brief reference to a 
new field of inquiry in adipose histogenesis 
that has been recently opened by the re- 
searches of Battyshaw, Hammar, W. 
Cramer and others in the discovery of the 
frequent persistence in post-natal life of 
a peculiar tissue which retains all its 
germinal activities as an embryonal gland- 
ular organ. Apart from its possibilities as 
a neoplastic entity it is endowed with close 
affinities with the thyroid and adrenals and 
is a strong link in the embryonal endo- 

crine chain. 


It is not improbable that some of the 
congenital fat tumors or lipomas occurring 
in the neck, axilla, perinephric region and 
elsewhere are examples of the persistence 
of the embryonal fat which in the past, 
for lack of better means of differentiation, 
have been classed by surgeons and op- 
erators with the true lipomata. This 
gland-like fat tissue, as it has been called, 
may persist for some time after birth. It 
occurs normally in the mouse, guinea pig 
and many hibernating animals. Accord- 
ing to Battyshaw, this tissue occurs nor- 
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mally in the subpleural tissue, axilla, neck, 
and around the kidneys. In the human 
subject, the accumulation of this glandular 
fat, as observed in the neck, has attained 
the dignity of a separate anatomical organ 
and has been described by Hatai (1902) 
and by Bonnot (1908) under the name of 
“interscapular gland.” According to Bon- 
not, it is “pink in color and lobulated, pre- 
senting much the appearance of fresh 
pancreas,” and is thus grossly recogniz- 
able in the adult subject. This tissue un- 
dergoes hypertrophy under conditions of 
deficient thyroid secretion. In human 
cretins circumscribed swellings of “fatty” 
tissue have frequently been noticed to oc- 
cur in the neck and axilla. This fact was 
first described by T. B. Curling as early 
as 1850 as fat of a loose, lobular structure, 
and by Hilton Fagge in 1870 (Cramer). 


In most species the characteristic histo- 
logical appearance of the cells of this tis- 
sue disappears soon after birth and the 
majority of authors state that it is trans- 
formed into the ordinary type of adipose 
tissue where it may, no doubt, give rise to 
isolated or symmetrical lipomas of the or- 
dinary adult type. Of this we know but 
little. In some species, e. g., white rat, 
tame mouse and the hibernating animals, 
it retains its characteristic appearance. 

It has been shown that this tissue, 
which is very vascular, is functionally dis- 
tinct from ordinary adipose tissue. The 
fatty material which it contains is rich in 
cholesterin compounds and other lipoids in 
addition to ordinary true fats. This load 
of lipoid is retained under conditions of 
starvation which bring about the disap- 
pearance of ordinary adipose tissue. 


Evidence has been furnished, especially 
by W. Cramer (British Journal of Experi- 
mental Pathology, August, 1920), that it-i: 
functionally related to the thyroid and ad- 
renal glands. A particularly close rela- 
tionship exists between the lipoids of this 
tissue and those of the adrenal cortex. It 
is evident that this fat tissue is an organ 
of great functional activity and hitherto 
unsuspected importance in embryonal life, 
second, perhaps, only to the adrenal glands 
themselves. It is properly an endocrine 
organ—a “lipoid” or “cholesterin” gland 
and, like the adrenal, it is intimately re- 
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lated to the metabolism of the lipoids and 
cholesterin. This relationship is at pres- 
ent conjectural, but enough has been done 
to show that this glandular fat is to be re- 
garded as an additional link of great im- 
portance in the endocrine chain. 

I have punctuated this particular type 
of fat tissue because of its only recent dis- 
covery and because its relation to the fetal 
and postnatal lipomas is yet in the dawn. 
A new field of pathologic and _ histologic 
research is now open. But much will have 
to be done to determine the relative fre- 
quency and pathogenic characteristics of 
this tissue, especially in its differentiation 
by recently discovered histologic methods 
from the ordinary lipomas. 

Another group of lipomas which will be 
exhibited are the regional, diffuse lipo- 
matoses of the adult, of which the “fat 
neck” of Madelung, on the symmetrical 
adeno-lipomatosis of the neck, of Launois 
and Bensaude, are notable examples. 


We have seen several cases of this type 
in Dr. Matas’ clinic and particularly re- 
call one of these which caused great de- 
formity in the neck of an adult man, who 
was successfully operated upon by him. 
The tumor consisted of six distinct lipoma- 
ta of spherical contour, each the size of a 
baseball, with three of these on each side 
of the median line of the cervical spine, 
forming a fat cushion extending from the 
external occipital protuberance to the su- 
prascapular regions. I regret that the ex- 
cellent photographs of this remarkable 
specimen have been accidentally lost and 
are not available. 

We also have slides illustrating that now 
familiar type of painful or neuralgic adi- 
posis or Dercum’s disease which is so often 
associated with general obesity, but which 
in our experience has more often appeared 
as a regional and unsymmetrical lipoma- 
tosis in otherwise well proportioned sub- 
jects. 

We have had a most notable example of 
adiposis dolorosa, or Dercum’s disease in a 
young woman of normal weight, and other- 
wise well proportioned, who exhibited a 
diffuse lipomatosis in the outer two-thirds 
of the right thigh. The lipomatous tissue 
was too diffuse and intimately adherent to 
the derm to permit of extirpation without 
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an immense sacrifice of skin, but the neu- 
ralgic pains and hyperesthesia of the mass 
was relieved by division of the external 
cutaneous nerve under local anesthesia. 
In this case the fat hypertrophy was lim- 
ited solely to the affected limb. The fat 
distribution was normal everywhere else. 


We also have examples of that interest- 
ing lipomatoid condition, often observed 
in thin subjects, especially in tuberculous 
or ill-nourished subjects, which Dr. Matas 
has described as a “disseminated, nodular, 
subcutaneous lipomatosis,” in which small 
encapsulated lipomata are felt as palpable 
subcutaneous masses of various sizes, from 
that of a pea to that of a chestnut. They 
are irregularly distributed under the skin 
of the upper extremities, from the wrist 
to the shoulder, but no further, and vary in 
number from a dozen to fifty or more in 
each arm. Sometimes they seem to follow 
neural or metameric lines, but this is far 
from constant. They are, however, as a 
rule, symmetrical and often associated 
with an annoying, burning pain. They are 
easily excised by separate enucleation and 
shelled out of their capsule, as we have 
done on several occasions under local anes- 
thesia. But, as a rule, they are too nu- 
merous and disseminated, too much like 
an eruption, to justify any direct surgical 
treatment. This type of disseminated, 
symmetrical lipomatosis of thin subjects, 
though long since recognized, has not been 
sufficiently studied as a clinical entity, 
though its pathogenic relation with the 
symmetrical, diffuse lipomatoses of the ex- 
tremities is quite evident. The symmet- 
rical lipomas of the neck, the unilateral 
hypertrophies, the hemihypertrophies in- 
volving half of the body, whether to the 
right or left of the median line, which are 
always congenital, or of one-half of the 
body, below or above the waist, as de- 
scribed by Weir Mitchell; the lipomatosis 
dolorosa of Dercum, and the monolateral 
neuropathic elephantoid edemas of child- 
hood, ending finally in a true lipomatosis 
(Potain, Mathieu and others), are all, not- 
withstanding their polymorphous clinical 
characteristics, plainly different offsprings 
of the same parents. 

Finally, closely allied to the monsters of 
pure obesity is the now familiar adiposity 
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of endocrine origin, depending upon disor- 
ders of the pituitary, pineal, thyroid, and, 
in fact, all the glands of internal secretion, 
which has been classed as adiposis of cere- 
bral origin (adipositas cerebralis), dis- 
trophia adiposits, genitalis, hypophyseal 
adiposo-genital syndrome of Froelich. Of 
these, we have had our share of notable 
examples, congenital and acquired, and we 
will only mention them to complete the sur- 
vey of the adipose group. 


Without skimming the surface of the 
great problems that remain unsolved in 
the study of the pathogenic relations be- 
tween the members of the great adipose 
family, we may conclude that the two great 
causal agencies that are here brought into 
play are the central nervous system as the 
regulator and controller of fat distribution 
and the endocrine system as the regulator 
of fat metabolism. We can easily conceive 
of disorders of the endocrine system which 
account for excess and deficiency in fat 
production in the organism as a _ whole. 
We can conceive of disorders in the dis- 
tribution of the fat only on neural and 
metameric lines, such as are exhibited by 
the symmetrical lipomatoses and the uni- 
lateral, hemilateral and other systematic 
localizations of fat and of the lipomatous 
distrophies—without the intervention of 
the central and possibly the peripheral 
nervous system. 


I. P. Lyon sums up the lipomatosis prob- 
lem as follows: 


“Tt has been attempted to show that the several 
groups of cases of subcutaneous fat deposit, 
whether diffuse or circumscribed. do not consti- 
tute separate clinical and pathological entities, 
but rather varieties in the expression of a com- 
mon morbid process; that this process may in- 
volve a profound and widespread disturbance of 
the organism, with a resulting complex constitu- 
tional symptomatology; and that this symptoma- 
tology varies within wide limits, tending some- 
times to more or less individualization and con- 
stituting thereby clinical varieties or groups of 
cases not sharply defined. 


“The etiology of the process is unknown. Only 
two views, connecting the process with disturb- 
ances of the nervous system or of the glands of 
internal secretion, seem broad enough to har- 
monize with all facts. These two views are not 
necessarily opposed, but can be resolved into one 
by assuming that the nervous system is second- 
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arily disturbed by primary disturbances in the 
glands of internal secretion or vice versa. The 
complex mutual relations between all of these 
glands are considered and the view suggested that 
one or more or all of them may be considered in 
the pathogenesis, and that the variation in the 
symptomatology of the different groups and cases 
may depend on the varying degree of involve- 
ment of these several glands and of the nervous 


system.” 

Heredity as a factor in the etiology is 
pointed out and the cases exhibiting this 
relation are reviewed. 


We have now done with this bird’s-eye 
view of the great larder of human fat, 
which, when moulded by the capricious 
hands of Nature in her wayward and ec- 
centric moods, lends itself as a material 
of extraordinary plasticity to the casting 
of some of the most bizarre and grotesque 
of effigies of the “Human form divine.” 
When melted in the crucible of the chemist 
and analyzed by the scrutinizing methods 
of the morphologist, microscopist and biol- 
ogist—this material is capable of yielding 
precious secrets which may ultimately 
teach us how to unravel the mystery that 
still hides their birth. In this way we 
hope to lighten the great toll in misery 
and unhappiness that these monsters of 


the adipose world exact of a vast suffering 
humanity. 


Before closing the tour of our museum, 
I will ask you to cast a glance at a repre- 
sentative of an entirely different group of 
giant tumors. You will see that it exhibits 
an enormous pendulous tumor which is 
partly cystic and partly solid, which hangs 
like a huge bell-clapper from the sacro- 
coccygeal region to the knees. The picture 
was taken of a young woman born with 
this defect. It was diagnosed as a congen- 
ital teratoid growth at the Charity Hos- 
pital, but was never removed. Therefore, 
its histogenesis was never positively and 
conclusively revealed. In this way a splen- 
did contribution to this most intricate and 
curious relic of embryonal existence was 
lost to scientific inquiry. 


What a manifest opportunity for em- 
bryologic and photographic pathology the 
words “teratoid” and “teratoma” suggest. 
How tempting to plunge into the great sea 
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of scientific speculation that tumors of this 
class, and especially of this region, have 
opened to the thoughtful and inquisitive 
minds of some of the most learned in our 
profession! 

Gould and Pyle, in the introduction to 
their encyclopedia, say: 

“To the highest of philosophical minds it is the 
usual and the ordinary that demand investigation 
and explanation. But even to such, no less than 
the most naive minded, the strange and excep- 
tional is of absorbing interest, and it is often 
through the extraordinary that the philosopher 
gets the most searching glimpses into the heart 
of the mystery of the ordinary. Truly it has 
been said, ‘fact is stranger than fiction.’ In mon- 
strosities and dermoid cysts, for example, we 
seem to catch forbidden sight of the secret work 
room of Nature and drag out into light the evi- 
dences of her clumsiness and proof of her lapses 
of skill—evidences and proofs, moreover, that 
tell us much of the methods and means used by 
the vital artisan of life—the loom, and even the 
silent weaver at work upon the mysterious gar- 
ment of corporeality.” 


Enough said of the monsters and hid- 
eous giants of the world of disease and 
of surgical pathology. In parting, can I 
close without a bow of reverence and grat- 
itude in memory of the giant-killers who 
have eased the way to our professional la- 
bors? to the heroic Odysseans of our pro- 
fession? 


This place and occasion are not needed 
to remind me that when speaking in the 
very heart of Kentucky, I am standing on 
a soil made fertile for humanity by the 
blood of the early torch-bearers of civiliza- 
tion in their struggles with the savage foes 
of progress and enlightenment. And I 
need not be reminded that out of this soil 
came one of the world’s greatest giant kill- 
ers, who, typifying the indomitable spirit 
of the American pioneer, alone and un- 
aided (except by the fearless courage of 
his own convictions) conquered and slew 
the monster who till then held woman 
chained to the rock of hopeless torment. 


I bow reverently and again to the mem- 
ory of Ephraim McDowell, the Kentuckian, 
the father of ovariotomy, one of surgery’s 
bravest knights and humanity’s greatest 
benefactors. 
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THE INCIDENCE OF KIDNEY INFEC- 
TIONS IN ACUTE APPENDICITIS* 


By R. M. HARBIN, M.D., F.A.C.S., 
Rome, Ga. 


In a series of nine hundred complete ex- 
aminations by our associates during the 
present year, there were one hundred and 
twenty-five consecutive laparotomies for 
intraperitoneal diséases in which there 
were thirty-two cases of acute appendicitis, 
while there were fourteen abscess cases, 
the diagnosis of which was not called in 
question. In this series there were four 
cases associated with active kidney infec- 
tions, and it is very common to find that a 
ease of suspected appendicitis turns out to 
be a kidney infection. In the absence of 
routine methods, this discovery may be 
made after operation, especially in cases 
of pregnancy. But this phase of the ques- 
tion does not concern the present discus- 
sion. 


Right-sided symptoms of infection of the 
renal pelvis and ureter interfering with 
drainage very closely resemble those of 
acute appendicitis, and the difficulty we 
have experienced in differentiating these 
uncommonly coexisting conditions justifies 
the attempt of a detailed report of same. 
We frequently have the one or the other 
of these two pathologies to eliminate in 
diagnosis, and in their coexistence a failure 
to recognize the presence of actual ap- 
pendicitis constitutes a serious danger. 
We are prone to discard the diagnosis of 
appendicitis upon the discovery of charac- 
teristic findings of renal infection. 


In dealing with a case of acute appendi- 
citis, it is of utmost importance to make 
an early diagnosis. At first this is easier 
to do, since duration of the disease only 
increases the difficulty of diagnosis. Of 
course, it is easier to establish the presence 
of a kidney infection than it is to diagnose 
appendicitis. It should be borne in mind 
that there may be pronounced history of. 
bladder symptoms with an entire absence 
of evidences of kidney pathology. The as- 
sociation of these two pathologies leads us 


*Read in Section on Surgery, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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to believe that they are of common origin, 
and that they have proceeded from in- 
fected tonsils, abscessed teeth, colds, etc. 
The infection seems to have a selective ac- 
tion. 


In chronic diseased conditions of the 
kidneys and appendix, the problem of 
diagnosis is not urgent and is more easily 
worked out. By the use of ureteral cathe- 
terization and the x-ray, renal pathology 
can be excluded. Yet failure to carry out 
these details is reflected in statistics by 
Judd (Annals of Surgery, February, 1920) 
who reports fifty-four cases out of four 
hundred operations for ureteral stones, or 
13 per cent, who had been appendectomized 
elsewhere. 


Case 1—Mrs. J. H. L., age 44, a stout mother 
of six children, had had no miscarriages. Her 
personal and family history were negative ex- 
cept for a femoral herniotomy twelve years pre- 
viously. She was admitted to the hospital De- 
cember 13, 1919, with a temperature of 100° and 
pulse 112. Four days previously she had a mid- 
abdominal pain radiating toward the right iliac 
region with some vomiting and general aching. 
There had been no previous attacks of acute 
pain. After the first day the abdominal symp- 
toms were less marked and her bowels had 
promptly responded to laxatives. There had been 
no history of bladder symptoms. The systolic 
blood pressure was 130, diastolic 80, and there 
was very slight tenderness over the right iliac 
region. Some pain and slight rigidity were re- 
vealed in the pelvis by vaginal examination. 
Urinalysis from catheterized specimen showed 
specific gravity of 1026, a great amount of albu- 
min with many granular casts and a few pus 
cells. The combined ’phthalein test was 20 per 
cent in two and one-fourth hours and the x-ray 
examination was negative. Blood showed hemo- 
globin 90 per cent, red cells 4.4 million, leuco- 
cytes 11,000, polymorphonuclears 94, small lym- 
phocytes 4, large lymphocytes 2. As the diag- 
nosis was doubtful, it was deliberated for twenty- 
four hours with the same urinary findings. The 
leucocyte count then was 12,400 and polymorpho- 
nuclears 90, small lymphocytes 5, large lympho- 
cytes 5. Two members of the staff diagnosed 
acute appendicitis with nephritis while a third 
diagnosed pyelo-nephritis. Operative findings 
were a perforated appendix with a small burrow- 
ing abscess into the cul-de-sac. The _ incision 
was closed with a stab drain and drainage per 
vagina established after removing the sopenilix. 


Increased leucocytosis with a high polymorpho- 
nuclear count along with the first day’s clinical 
history prompted the diagnosis of appendicitis. 
The fourteenth day after operation the urine 
showed a small amount of albumin with an occa- 
sional granular cast and an increased amount of 
pus. 


It is probable that she was carrying a 
low grade of-nephritis from infected teeth 
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which was accentuated by pus in the peri- 
toneum. 


Case 2.—F. L., a stout overgrown boy 13 years 
old from an adjoining state was admitted to the 
hospital February 2, 1920, with a temperature of 
101° and pulse of 68. Personal and family his- 
tory were negative, although he had been a heavy 
eater. Two days previously he had a sharp pain 
about the navel, which shifted later to the right 
lower abdomen, the temperature reaching 102°. 
There had been no vomiting and no pain in the 
back or bladder symptoms. The bowels had moved 
well from calomel. Pain over the appendix was 
slight or negligible, and urinalysis showed slight 
albumin with a quantity of red blood and pus 
cells. Leucocyte count was 19,000 with 84 per 
cent polymorphonuclears, small lymphocytes 10, 
large lymphocytes 6. Tonsils were unusually large 
and cheesy. At first it was believed to be a re- 
ceding appendicitis, but after four hours’ delib- 
eration it was diagnosed 75 per cent appendicitis 
and 25 per cent nephritis in symptomatology be- 
cause leucocytosis and character of 
the primary clinical history. 


Operation revealed a much enlarged and in- 
flamed appendix containing necrotic spots and the 
incision required drainage. His convalescence 
was uneventful and tonsillectomy was advised. 
He soon began to suffer with rheumatic pains 
which persisted irregularly for three months. 
Tonsillectomy was then performed, which relieved 
him entirely. The tonsils were evidently the orig- 
inal focus of infection. 


Case 3.—E. Y., 22 years old, a stout college girl 
with a negative family history, had had two 
years previously an acute right abdominal pain, 
and had had a severe cold for two weeks. Twelve 
hours before entering the hospital May 19, 1920, 
she was seized with a severe right lower abdom- 
inal pain with vomiting and tenderness. Her 
pulse and temperature were normal. Leucocyte 
count was 22,000, polymorphonuclears 91 per 
cent, and urinalysis showed specific gravity of 
1,006 with a slight amount of aioain and a con- 
siderable number of red blood and pus cells. At 
this time she was entirely free from pain and 
deliberation was advised. But in ten hours the 
acute pain recurred and appendectomy was 
promptly performed showing a very tense kinked 
and injected appendix. The incision was closed 
without drainage and five days later urinary 
findings were negative. An x-ray of one devital- 
ized tooth was negative. 


Case 4.—Mrs. B. S. F., age 27, ill-nourished, 
married nullipara, gave a history of tonsillitis. 
and had had six or eight attacks of acute epigas- 
tric pain covering a period of four years. The 
patient had had some pain and vomiting for 
twelve hours after admission. Her pulse and tem- 
perature were normal. Systolic blood pressure 
was 110, diastolic 70. Catheterized specimen of 
urine showed a specific gravity of 1022, acid re- 
action, moderate amount of albumin and consid- 
erable pus, but no history of urinary disturbance. 
Leucocyte count was 17,000. Three months pre- 
viously her red cells were 5.3 million, leucocytes 
14,000, polymorphonuclears 79, hemoglobin 79 per 
cent. There was an entire absence of abdominal 


tenderness. Diagnosis was doubtful and was so 
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explained to the patient. An operation was ad- 
vised on the grounds of expediency because the 
symptoms and history were of characteristic at- , 
tacks. She had increased leucocytosis, vomiting 
and normal temperature in the presence of pus 
and albumin in urine. Our most common symp- 
tom of abdominal tenderness and rigidity was “4 
sent, but operation revealed a post-cecal appendix, 
enormously distended with pus, the walls being 
reduced to membraneous thinness. It would have 
been disastrous to temporize with a case of this 
type. Ten days later urinalysis showed a nega- 
tive report. 


CONCLUSIONS 


1. While mechanical conditions of the 
appendix may be at times a causative fac- 
tor, these observations warrant the belief 
that there are metastatic infections of the 
appendix and kidneys that seem to have a 
selective action and point to the existence 
of some common focus. 

2. A greater danger lies in assuming 
that the actual symptoms of appendicitis 
are of kidney origin and in suspicious 
cases extreme caution should be practiced 
before excluding the diagnosis of appendi- 
citis in the presence of evidence of renal 
pathology. 

3. The characteristic first day’s clinical 
data of an increasing leucocytosis with 
moderate temperature in the presence of 
albumin, blood and casts in the urine 
would tend to prove the existence of an 
acute appendicitis. In order to avoid con- 
tamination it is important that specimens 
of urine should be obtained by catheter. 

4. In the absence of violent symptoms 
of appendicitis, there may be cases of 
doubt in which it is prudent to deliberate 
for twelve to twenty-four hours for addi- 
tional leucocyte readings, which are usu- 
ally progressively higher in appendicits. 


DISCUSSION 


Dr. M. Y. Dabney, Birmingham, Ala.—I would 
like to ask whether there were any urinalyses 
made in the sense of catheterized specimens from 
the ureters. However, the mere fact that the 
patient has appendicitis does not rule out a urin- 
ary infection, nor does infection along the urin- 
ary tract rule out appendicitis. Neither condi- 
tion renders the patient immune to the other. I 
would like to know whether the cases were ex- 
amined later to see whether the infection had 
cleared up. In cases of stone or ureteral stricture 
several careful urinalyses should reveal the pres- 
ence of pus and it would be of great interest to 
work up those same cases with those possibilities 
in view. 
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Dr. LeRoy Long, Oklahoma City, Okla.—T welve 
years ago I had occasion to think about this sub- 
ject in a rather systematic way for the reason 
that I had observed cases of appendicitis that 
simulated pathology of the right kidney or the 

right ureter. At that time I reported a series 

of cases illustrating three types of pathology. 

The first type was illustrated by the case of a 

woman in which a diagnosis of appendicitis was 

made, but during the attack there — along 

the course of the ureter, accompanied by other 

symptoms common in connection with irritation 

of the ureter. The latter symptoms were so pro- 

nounced the operation was deferred. Subsequent 

examination by x-ray and otherwise demon- 

strated that there was no evidence of kidney or 

ureteral pathology. The patient was finally op- 

erated for appendicitis during the quiescent pe- 

riod. There were no evidences of pathology out- 

side of the appendix. In that case the symptoms, 

in my judgment, could be explained on account 

of the common origin of the nerve supply going 

to the ureter and appendix. 

The second type was illustrated by the case of 
a man who came with a typical history of acute 
appendicitis. He had a rigid abdomen and a high 
leukocytosis. A diagnosis of appendicitis, with 
probable rupture, was made. ewe, one of 
the outstanding symptoms in his case—in fact, a 
very trying symptom, was a terrible priapism 
from which he was suffering when he entered the 
hospital and continued for some time after the 
operation. In his case there was a gangrenous 
appendix with rupture, leaving no doubt at all 
as to the true pathology. The priapism was ex- 
plained upon the ground that there was great irri- 
tation about the ureter on account of the appendix 
being close to it the ureter being involved to a 
certain extent in the inflammatory process. 

The third type was illustrated by the case of 
a coal miner who came with an appendiceal ab- 
scess, there being a typical history of acute ap- 
pendicitis preceding the formation of the ab- 
scess. After the operation, and during the time 
that pus was being discharged from the wound 
by way of drainage tubes, large quantities of pus 
were passed through the urethra. In this case 
it seemed to be a reasonable hypothesis that the 
inflammatory process started from the appendi- 
citis had invaded the walls of the ureter to the 
extent that there was disintegration of the walls 
with rupture, permitting the pus to find its way 
into the lumen of the ureter. It may be a matter 
of interest to know that the patient finally re- 
covered and was able to resume his occuption as 
a coal miner. 

I doubt the correctness of the statement that 
we do not have a high leukocyte count in infec- 
tions about the kidney. I have observed cases 
with a very high count, but usually with high 
fever, the latter not being present in the average 
case of acute appendicitis. 

Dr. A. L. Blesh, Oklahoma City, Okla.—The 
question brought up in this paper of post-opera- 
tive right-sided abdominal pain is indeed a live 
one and perplexing as well. Every surgeon of 
experience has had many post-operative returns 
of the pain for which his operation had been 
planned and which it had failed to relieve. It 
can be said that we still have with us a “no man’s 
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land,” which as yet has not been accounted for 
surgically in the right side of the abdomen. 
Acute conditions are comparatively easy to diag- 
nose. It is the chronic complaints which offer 
the difficulties in diagnosis, yet at times even 
the acute abdomen is not easy. The retro-peri- 
toneal appendix will sometimes offer a very puz- 
zling ns ey especially if in the course of its 
migration it has been hung high in the right 
side. It will most certainly not offer the classical 
clinical picture so beautifully — by Mur- 

Muscular rigidity will be conspicuous by 
its absence. Chills, which are not common in a 
typical case of appendicitis, will often be present 
because the toxins are absorbed directly from 
the cellular tissues behind the peritoneum. Also, 
septicemia lurks not far in the background. The 
evolution of renal diagnosis in conjunction with 
the x-ray is limiting more sharply this “no man’s 
land,” many of the painful conditions having’ 
been found to be due to urinary tract disease of 
one kind and another. 


Dr. M. F. Bledsoe, Port Arthur, Tex.—While 
we recognize that we many times have very 
great difficulty in correctly diagnosing some of 
these borderline cases, we do not want to become 
discouraged because an infected kidney or a stone 
in the kidney is found in a patient who has pre- 
viously been appendectomized. I would rather 
assume that the patient had appendicitis at the 
time of operation. It may be that subsequent 
observation will lead one to conclude that there 
may have existed at the time of the illness from 
acute appendicitis, some kidney infection which 
was not so apparent, neither was it of so much 
consequence. We do believe that the kidney 
is susceptible to focal infection. It is not 
unusual to have a _ pyelitis following an 
operation for appendicitis. There is no rea- 
son why an appendix, acutely inflamed, pro- 
gressing to abscess with surrounding periton- 
itis, directly alongside or lapping over a ureter, 
will not give symptoms of pyelitis. We ean not 
afford to delay operation in these cases if we 
determine that we have a pus appendix. This 
type case impresses us with the very great neces- 
sity for more careful history taking and clinical 
study, together with our various laboratory tests. 
We can, by this means, surely, if we are careful, 
arrive at a correct diagnosis. There are so many 
things that may give pain in the right side that 
we must be careful before operating at any time. 
Partial obstruction contracture of the psoas por- 
vas, etc. The mere fact that there is, or may be, 
some infection of the kidney should not preclude 
operation on the acute appendix, for it is the 
very type of appendix that may demand surgery. 
The diagnosing is sometimes confusing, but if we 
will go back to our original clinical methods of 
examination, very careful history taking, together 
with our combined laboratory examinations, we 
can make these diagnoses correctly and operate 
at the proper time. There should be no excuse 
for much trouble in a differential diagnosis in 
chronic appendicitis. I don’t personally think 
there is much to chronic appendicitis. Unless 
symptoms of partial obstruction, due to adhesions 
or kinking or something of that kind, chronic 
appendicitis, in my mind, does not exist. 
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After all, very careful clinical history taking, 
physical examination with laboratory findings 
properly interpreted, the proper conclusion can be 
arrived at fairly easy. 


Dr. Richard A. Barr, Nashville, Tenn.—I wish 
to agree with the previous speaker, Dr. Bledsoe, 
that the subsequent discovery of a kidney stone 
is not prima facia evidence that appendectomy 
was not justified. I have seen several operations 
at Rochester for kidney stone where stones had 
previously been removed. I guess if it is proper 
to remove a stone, where a stone is found later 
it is proper to remove an appendix under similar 
conditions. I think there is something like 10 
= cent of recurrences following removal of 

idney stone, and so we should not say that 14 
per cent of previous appendectomies in cases of 
kidney stone is particularly high. With the ut- 
most care it is sometimes impossible to tell 
whether we have renal infection or appendiceal 
infection or a combination. I think we should in 
cases of serious doubt remove the appendix—take 
a chance of somebody’s catching us later in hav- 
ing done an apparently unjustified appendectomy. 
We are, of course, not justified in not making 
every possible effort to make a correct diagnosis. 
I did not notice that radiographs were made in the 
case reported by Dr. Harbin. Certainly 
the radiographic examination is necessary, 
and certainly it would be necessary, if the 
white count is of any definite value, to -pass 
a ureteral catheter and be sure that the ureter 
is open. You are not apt to get much of a leuco- 
cytosis from pyelitis unless the ureter is blocked 
and a closed ureter would certainly be an im- 
portant point in differentiation. After doing 
everything we can we will still be in doubt at 
times. The appendix is a dangerous organ and 
I think we had better occasionally make a mis- 
take and remove an appendix that did not have 
to come out rather than take the risk from re- 
maining in doubt. 


Dr. A. J. Crowell, Charlotte, N. C.—I wish to 
mention one point of differentiation between ap- 
pendicitis and kidney ‘infection which was not 
mentioned in the paper. Pressure on the de- 
scending colon will always produce pain in the 
appendicular region in acute appendicitis and 
will not increase pain on the right side if due to 
ureteral stone. This is true in the subacute cases 
and occasionally may be elicited in the chronic. 

The high leucocyte count in appendicitis is an- 
other point of differentiation. It has been our 
experience that the leucocyte count in pyelitis does 
not run anything like so high as it does in appendi- 
citis. Of course there are cases of very virulent 
appendicitis in which the leucocyte count is not 
high. In such cases we always consider the 
prognosis is grave. 


Dr. Mischa Casper, Louisville, Ky.—I1 would 
like to ask if the doctor has made any observa- 
tion of leukocytosis as to the proportion in the 
retro-peritoneal and the normal position of the 
appendix in the cavity. I have been making this 
observation myself and would like to have his 
opinion in closing. 
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I recently had a case which refers to this sub- 


ject. It was not worked up as well as it should 
have been on account of its being a very acute 
case. The patient was a woman eight months 
pregnant with an acute abdomen. She was vom- 
iting and had all the other symptoms of an 
acute obstruction. We operated upon her at 
night, very hurriedly, and found no cause for that. 
obstruction. Since then I have thought there 
was some error in my opinion. We did a Cesar- 
ean on that woman and she went home from 
the hospital in good shape except an_ infected 
catgut stitch down deep in the wound. Eight 
weeks later I was called again in this case and 
found very much the same set of symptoms. We 
operated on her again very hurriedly, but we 
made a leukocyte count each time. I think the 
first time it was 95000 and the second about 11,000. 
The second findings were these: I examined the 
appendix the first time very carefully and found 
no pathology and came to the conclusion that it 
was the uterus, or the pressure of the uterus, 
that was causing the obstruction. Anyhow, the 
symptoms were relieved after the Cesarean sec- 
tion. The appendix was examined carefully and 
if I ever saw a normal appendix it was that one. 
I think t).2re is ample reason as a rule for tak- 
ing out the appendix and do usually, but I 
thought it was hardly justifiable in a Czsarean 
section to take out such a normal appendix, and 
hence this appendix was left in after being ex- 
amined. Eight weeks afterward this appendix 
was very greatly inflamed’and a mass (throm- 
bosed vein) extended clear up into the cavity. 
It was well walled off and had no connection with 
the appendix or appendix region. In addition, 
we removed the appendix and the woman had 
had a history of cystitis with pus in the urine 
and our urinary findings were deceiving. It 
looked like a thrombus in the vein which extended 
up nearly to the vena cava, and in examining 
this I happened to feel the right kidney and it 
was a large sack of pus, the kidney tissue being 
practically all destroyed. We took out the ap- 
pendix and drained the kidney, and while the 
woman was desperately ill for several days, she 
finally got well. How this great amount of ap- 
parently disconnected pathology could exist in one 
case I can not say. She evidently had an infected 
vein, and the sinus connecting with the uterine 
cavity. I think the case is pertinent to the dis- 
cussion and I want to report it more in detail 
after I have it properly worked up. I can not 
understand the interrelation between all these 
conditions. 


Dr. William T. Black, Memphis, Tenn—Fre- 
quently we are in doubt as to the diagnosis be- 
tween an acute kidney condition and an acute 
appendix. I believe, however, that if a careful 
history is taken, plus the clinical findings, with 
an x-ray picture and a urethral catheterization, 
that we will seldom make an error in diagnosis. 
A urinalysis, which is always made in every case, 
will usually show albumen, casts, blood, pus and 
epithelial cells in either condition, but such find- 
ings should not lead us to believe that it is a 
kidney case, for we find this condition in various 
forms of infection. Many years ago when a pa- 
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tient had the above urinary findings we were in- 
clined to believe the case was one which should 
not be operated upon, but now we realize that 
all acute or sub-acute cases present these find- 
ings. The toxemia producing these urinary find- 
ings will promptly clear up upon removal of the 
focus of infection. At times, in instances of 
acute or sub-acute salpingitis, which does not 
demand an immediate operation, we should have 
made a functional test of the kidneys before the 
time set for operation. At times the operation 
may have to be postponed for a few days in the 
latter condition until the functional test shows 
the kidneys to be better. The cases which confuse 
us in making the diagnosis between an appendix 
and a kidney trouble are those which have a mis- 
placed appendix, and here the history plus the 
various findings will usually clear up the case. 


Dr. W. P. Harbin (closing).—I want to thank 
you all for the discussion, and say in reply to the 
doctor who asked about the ureteral catheteriza- 
tion that this was not done in these cases. An- 
other question I can not answer, that of the doc- 
tor about the leukocyte count in retro-peritoneal 
and appendix abscesses, and where you have ab- 
peg elsewhere. I have not made any study 
of that. 


I want to refer first of all to a mistake that 
we made years ago, and I also want to refer to 
a mistake recently made by a colleague of ours. 
A good many years ago we took a boy’s appendix 
out and at that time he had a little pus in his 
urine. We thought it was due to acute infection 
of appendicitis, but in about six weeks the boy 
came back and was in another attack of “appendi- 
citis,” from his point of view, after his appendix 
was taken out. The boy in the beginning did 
not have appendicitis, but had pyelitis. 


Recently I was called in consultation to see a 
patient operated upon by a colleague in a woman 
about seven months pregnant. He took her ap- 
pendix out very a after her first symp- 
toms appeared, the woman having a high tem- 
perature, 102-103°, but after the appendectomy 
she continued to run a high temperature for 
three weeks. This woman, after about ten days, 
had premature labor and almost lost her life, but 
did get well. Referring to his case and mine 
makes it rather fair to discuss it. This woman 
did not have appendicitis at all, but pyelitis. 
Her urine was not examined microscopically be- 
fore operation, but was examined for albumin 
and sugar. 


This year I have seen three cases of apparent 
appendicitis in women who were pregnant. In 
all three cases there was pain over the appendix. 
In all three there was pus in the urine. All 
three cases were treated by giving enormous 

uantities of water and they went on normally 
throughout labor. 


I think the speakers have put the thing better 
than I could by saying that. the most important 
thing is the clinical history. You may watch 
your urinary findings, have pus in the urine and 
pay no attention to it and go back to a good 
clinical history and probably get more than from 
any laboratory findings. It is the same old 
story—nothing is of so much importance as the 
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good history. I think we can sometimes have an 
appendicitis and pyelitis together. We may have 
some infection in the gry from the kidney, 
and very often in the kidney we have infection 
which will come from the elimination of infection 
from the appendix, and this makes it sometimes 
very difficult to make the diagnosis. I think what 
some of the speakers have said is very important, 
that you had better play safe and take the ap- 
pendix out, but exhaust every resource for diag- 
nosing the condition before you do it. 


URETERAL CALCULI* 


By A. J. CROWELL, M.D., F.A.C.S., 
and 
RAYMOND THOMPSON, M.D., 
Of the Crowell Urological Clinic, 
Charlotte, N. C. 


If the urologist consulted his own in- 
clinations, he doubtless would operate upon 
every patient coming under his care suf- 
fering with impacted ureteral stone who 
was not relieved spontaneously in a rea- 
sonable length of time by morphine, heat 
locally or a general anesthetic. He is, or 
should be, willing to forego the perform- 
ance of a beautiful operation if the same 
results can be obtained by local manipula- 
tion even though the work of the operator 
be more arduous and prolonged. 


After having followed systematically 
since 191£ 2 plan of local ureteral anesthe- 
sia and dilatation for the removal of im- 
pacted stone (described in previous papers 
and illustrated in lantern slides which we 
will show you) we are firmly of the opinion 
that such results can be obtained with far 
less fatalities and with no more damage 
done the kidney than that following sur- 
gical operative procedures. 

A review of the literature on the subject 
shows that about 40 per cent of the cases 
of ureteral calculi consulting the surgeon 
have been operated upon, and that there 
was no effort made to remove them by 
cystoscopic means. The fatalities follow- 
ing these operations ranged from 10 to 20 
per cent, to say nothing of the unpleasant 
results, suffering and hospital expenses. 
The end results were not satisfactory in 
many of them if we are to judge from the 


*Read in Section on Urology, Southern Medical 
Association, Fourteenth Annual Meeting, Louis- 
ville, Ky., Nov. 15-18, 1920. 


SOUTHERN MEDICAL JOURNAL 


February 1921 


reports of the operators. We believe that 
even the minimum of 10 per cent fatalities 
in the hands of the surgeon of today is far 
above that necessary for the relief of this 
condition. 

The removal of ureteral stone by me- 
chanical means has long been advocated by 
Bransford Lewis, Beven, Kretschmer, 
Young and others. No mention has been 
made by them, however, of injecting local 
anesthetics into the lumen of the ureter as 
a routine in removing these calculi by 
cystoscopic manipulation. To our knowl- 
edge, no one has ever reported a large se- 
ries of consecutive cases treated success- 
fully by the cystoscopic methods we advo- 
cate. We believe this is due to the failure 
on the part of the surgeon to recognize and 
utilize the great advantage gained by us- 
ing local anesthetics, as well as their fail- 
ures to persist in their cystoscopic manip- 
ulations. We have frequently demonstrated 
both the relief of pain and ureteral relaxa- 
tion by local anesthetics. As a result of 
the relaxation we have been able to pass 
the ureteral catheter above the stone in 
every one of our cases, which otherwise 
might have been impossible in many of 
them. The necessary cystoscopic manipu- 
lation for this work can not be accom- 
plished in many cases without a local an- 
esthetic. For this purpose we use a 2 per | 
cent solution of procain and have had no 
unpleasant results following it. 


Dr. Howard A. Kelly, as early as 1900, 
described a method of anesthetizing the 
ureter. He injected cocain into it through 
the vaginal wall by means of a hypodermic 
syringe. Drs. Bevan and Kretschmer, in 
1909, suggested the topical application of 
solutions of cocain, eucain, sterile oil, and 
glycerin through the ureteral catheter as 
aids to the passage of the ureteral stone. 
They did not report their results, however, 
following these applications. The same 
thing is true of the suggestion made by 
Bransford Lewis in 1900. All of us are 
familiar with the advantages gained by 
local anesthesia in cystoscopy and other 
urethral instrumentation, but have failed 
to take advantage of this knowledge in our 
ureteral work. 

Since it occurred to us that we could in- 
ject a solution of any of these anesthetics 
into the ureter through the ureteral cathe- 
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ter and obtain ureteral as well as urethral 
anesthesia, we have removed without a 
fatality 76 out of 78 consecutive cases of 
ureteral calculi coming under our observa- 
tion. A stone was removed from the kid- 
ney pelvis by this method in one out of the 
76 cases. In the two remaining cases it 
was necessary to resort to surgical opera- 
tions in order to remove the stones. It is 
interesting to note that these two patients 
gave us more trouble than all the rest com- 
bined. In fact, one of them refused to pay 
his bill and threatened to sue us for dam- 
ages because of the persistence for several 
months of a urinary fistula. The second 
patient had a slow recovery and _ finally 
drifted to the Johns Hopkins Hospital, 
where, we understand, the kidney was re- 
moved. Naturally we are glad to find a 
more satisfactory way of handling these 
cases. 

Because of the constriction at the site of, 
and the dilatation above, the impaction, 
persistance of urinary fistulae following 
ureterostomy is very frequent. Many ne- 
phrectomies have been performed on ac- 
count of such results. Complications re- 
quiring nephrectomy seldom occur follow- 
ing cystoscopic manipulation. So far we 
have not had to resort to it. 

The length of time the stone had been 
impacted in these cases ranged from a few 
days to five years. The size of the stones 
was from that of a small grain of wheat to 
that of a chestnut. 

The question of damage done the kidney 
by the loss of time necessary for removal 
of the stone by cystoscopic manipulation 
naturally comes up. If the impaction is 
recent and the obstruction complete, the 
catheter should be passed above the stone 
and left in for twelve to twenty-four hours. 
In this way it not only dilates the ureter 
and acts as a drain for the kidney, but 
through it the kidney pelvis can be lavaged 
and treated if desired. Should the obstruc- 
tion be chronic and incomplete, it is not 
an emergency case and manipulative ef- 
forts are certainly justifiable. Surgery can 
be resorted to at any time should it become 
necessary. 

We believe pelvic lavage following the 
removal of ureteral stone by any method is 
a very important procedure in order to 
prevent recurrence in cases complicated 
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by infection. In our opinion infection pre- 
disposes to stone formation, as expressed 
in a previous paper. Lavage is more prac- 
tical following removal by cystoscopic than 
by surgical methods. 

The number of treatments required to 
succeed by cystoscopic manipulation de- 
pends upon the location of the stone, its 
size, the length of time it has been im- 
pacted and the functional activity of the 
kidney. The latter plays an important 
part since the flow of the urine has a ten- 
dency to force the stone downward. For 
this reason the recently impacted stone is 
removed much more easily than the one 
of long standing, and especially is this true 
where the obstruction is complete. Failure 
is inevitable if impaction has been suf- 
ficiently long to produce complete and con- 
tinuous anuria. We believe that all the 
recently impacted stones in the adult, 
where instrumentation is possible, can be 
removed by this method. Of course, it is 
not applicable to children or to men with 
enlarged prostates or other conditions mak- 
ing ureteral catheterization impossible. 
Very frequently one dilatation is sufficient, 
but in other cases quite a number may be 
required. The average in our experience 
in 76 cases has been 4.76 treatments per pa- 
tient. 

The pain and reaction following manip- 
ulation is another problem to be consid- 
ered. We all know that pain is frequently 
severe following an ordinary ureteral ca- 
theterization, and espeially is this true 
after each of the first treatments. Be- 
cause of this fact, we give 14. grain mor- 
phin hypodermatically immediately after 
the treatments. In this way the morphin 
begins to have its effect by the time the 
procain anesthesia subsides, and it pro- 
longs the ureteral relaxation. The patients 
soon become accustomed to the treatments 
and submit to them readily. We recently 
had under our care a patient who came - 
forty miles to our office every other day 
for treatment and performed the work of 
a field laborer between treatments. In or- 
der to emphasize the way in which pa- 
tients become accustomed to this work we 
wish to cite a case now under our observa- 

tion. This patient has only one kidney and 
it is enormously hydronephrotic and badly 
infected. For three months he was cathe- 
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slight reaction. 
CONCLUSIONS 

1. Practically all recently impacted ure- 
teral calculi can be removed under local 
ureteral anesthesia by cystoscopic methods 
with less fatalities and less injury to the 
kidney function than is obtained by sur- 
gical operative procedures. 

2. The success of the method depends 
upon complete ureteral anesthesia and dila- 
tation, the skill of the operator, and per- 
sistance in his manipulations. 

3. An effort should first be made to re- 
move the stone by this method, since no 
harm is done the patient by it and surgery 
can be resorted to at any time necessary. 

4. If crowned with success, the fatalities 
are far less, much time and suffering are 
saved, and a return of the condition is less 
liable. 


DISCUSSION 


Dr. John H. Neff, University, Va.—I feel that 
we are much indebted to Dr. Crowell for his ad- 
vocacy of the use of local anesthetics in the ureter 
as the first step in the various cystoscopic pro- 
cedures employed in the removal of ureteral cal- 
culi. We have been using 10 per cent novocain 
for this purpose since we first saw an article by 
Dr. Crowell on the subject several years ago. 
We think the novocain has been very valuable 
not only from the point of view of the patient’s 
comfort, but further in facilitating the. passage 
of instruments past the stone. We have been able 
to secure the passage of the stone in about 90 
per cent of cases and consider the ureteral anes- 
thetic an important contributing factor in these 
results. 

We agree with Dr. Crowell that attention should 
be given to such residual pyelitis as exists after 
a stone has been passed or removed. In several 
recent cases, however, we have found upon ure- 
teral catheterization five or six weeks after stone 
removal that the pre-existing heavy infection 
had entirely disappeared. This finding would 
certainly suggest that the infection was secondary 
rather than primary and such we believe to be 
the case in most instances. 


Dr. J. L. Boogher, St. Louis, Mo.—I have been 
very much interested this morning in this sym- 
posium on the ureter, and only want to speak of 
a possible feature that might be of some aid 
not only in diagnosis, but sometimes it will be a 
great relief to the patient. 

In all diseases of the ureter or the bladder or 
the genito-urinary tract, if there is no absolute 
necessity for immediate relief, I have found it to 
the advantage of the patient to place the patient 
in the hospital and put him under opium, one- 
third grain every hour, for forty-eight hours. 
That acts on the vasomotor centers, relieves con- 
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gestion in various parts of the body, and you 
frequently find that you have not a case to treat— 
that the stones will pass into the bladder at the 


end of forty-eight hours. If not, it makes manip- 
ulation very much more easy. I do not use mor- 
phin, but use one-third opium and keep them 
under that for forty-eight hours. This makes 
manipulation very much easier than it would 
have been otherwise. I do not say that this ob- 
tains in some of the very large stones which I 
have seen here, and upon which I compliment 
the doctor, but it will greatly assist Nature in 
relieving vaso-constriction, which is always pres- 
ent in these cases. 


Dr. H. W. Walther, New Orleans, La.—I think 
if Dr. Crowell’s paper emphasizes anything today 
it is the fact that we can not rely much on the 
size of the stone in the x-ray plate as to whether 
we can remove it by manipulation or not. I re- 
call that we used to go in and look at the stones 
in the plate and if they measuied a certain thing 
we would go after them by manipulation, and if 
beyond that certain size we would resort to sur- 
gery. I think Dr. Crowell is to be complimented 
for his work, and I believe that in all these stones 
we should make an attempt to remove them via 
the bladder by instrumentation repeatedly before 
thinking of surgery. 


Dr. W. A. Frontz, Baltimore, Md.—It has been 
our custom in the majority of cases of ureteral 
calculus to wait for a considerable length of time 
before resorting to operative methods for re- 
moval. X-rays should be taken from time to 
time. If there is evidence of descent of the 
stone, it should be left and the methods of Dr. 
Crowell resorted to. If, however, there is much 
ureteral dilatation above the stone, it is a ques- 
tion whether the stone will pass. If there is evi- 
dence of increasing obstruction in the kidney, I 
think it is probably a mistake to temporize by the 
use of these endo-ureteral methods. 

In regard to the use of anesthetics in the ure- 
ter, it is my conception that so far as absorption 
is concerned the ureter is very much like the 
bladder, and it is a question as to whether the 
relaxation of the ureter, following the injection 
of cocain, is due to the specific action of the cocain 
or to the mechanical effects following the intro- 
duction of the solution. 


Dr. Raymond Thompson, Charlotte, N. C.—As 
I have been associated with Dr. Crowell in this 
work, I would like to emphasize the importance 
of the systematic use of procain in the urologic 
tract to secure local anesthesia. 


If you expect to obtain local anesthesia from 
the use of procain in the urethra or bladder, it is 
necessary to retain the solution from five to ten 
minutes. The same is true in the ureter. After 
anesthesia of the ureter is obtained, an effort is 
made to pass the catheter beyond the stone. When 
this is accomplished the most difficult part of the 
cystoscopic manipulative method is over. 

Dr. H. A. Fowler, Washington, D. C.—I wish to 
say just a word or two on this admirable paper 
of Dr. Crowell’s. I think it is very impressive 
that he has reported such a large series of stones 
in the ureter successfully treated. It illustrates, 
or emphasizes, the fact that stones that have 
once passed into the ureter, in the majority of 
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cases, will of themselves pass, or can be made to 
pass, by properly directed instrumentation, and 
that the patient can be relieved of his disability 
without a major surgical operation being per- 
formed. I have always felt that a stone that is 
small enough to enter the ureter from the pelvis 
of the kidneys in the great majority of cases can 
be made to pass, and Dr. Crowell has proven this 
to be true in presenting this large series of suc- 
cessful cases. 

I would like to ask Dr. Crowell where he gets 
all these cases, and I should also like to ask what 
sort of a chestnut it was he referred to. 

The question as to what procedure one should 
adopt when the diagnosis of a stone in the pelvis 
of the kidney has been made is one that requires 
considerable experience and considerable surgical 
judgment. It is a question as to whether or not 
the stone is too large to pass through the pelvis 
into the ureter. I think in those borderline cases 
one is justified in waiting, if the symptoms are 
not too severe, in the hope that the stone will 
pass into the ureter, and when it does pass the 
first constricted portion of the ureter I think we 
are justified in assuming that, if we can secure 
the co-operation of the patient, those stones 
can be made to pass, provided the stone has not. 
produced sufficient damage to the ureter in its 
descent to produce stricture. Of course, Dr. 
Crowell is speaking of the cases without such 
stricture. 

I wish to compliment Dr. Crowell upon pre- 
senting this series of cases. 


Dr. George R. Livermore, Memphis, Tenn.—I 
think it is a pity that Dr. Crowell’s paper has not 
been heard by the general surgeons. So many 
patients are given the surgical treatment that 
might be relieved of their trouble by this more 
simple procedure. 

Another point that has not been mentioned is 
fulguration, and I have seen a stone drop out 
into the bladder just after fulguration. It is 
really astonishing how it will diminish the con- 
gestion and remove the stone. 


Dr. Lucian H. Landry, New Orleans, La.—In 
connection with the topic covered by Dr. Crowell’s 
paper, I would like to exhibit a rather unusual 
specimen. Unusual in two ways—first, because 
of its size (the stone has the appearance and 
shape of a large date seed), and second, because 
it was passed voluntarily by the patient without 
the aid of a physician or medicine. I did not see 
the patient until after he had passed the calculus. 
All I did for him was to talk him out of the stone. 

The boy, seventeen years old, gave a _ very 
graphic description of the passage of the stone 
from the ureter to the bladder, where it re- 
mained for two or three days before it engaged 
in the urethra, from where he was able to milk 
it out. 

The smooth surface of the stone explains its 
voluntary expulsion—we have repeatedly operated 
and removed stones many times smaller than this 
one, but they were generally coralliform or mul- 
berry stones. 

Dr. A. L. Blesh, Oklahoma City, Okla.—One 
of the speakers rather threw the challenge to the 
general surgeon and wished that he might have 
heard this remarkable paper. I am a general 
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surgeon, and I am also delighted to have heard 
this paper and learn that stones of the size shown 
here today can be taken out sans operation. I 
am glad to know that and to know that it can be 
done successfully, but as a general surgeon I am 
questioning as to whether it might be well to 
tear up the ureter as would be necessary to direct 
such stones through. Whether or not a clean 
incision with a clean removal, followed by proper 
treatment of the affected area, would not be bet- 
ter. The writer’s surgical experience has been 
disastrous, so he says, in the two cases in which 
he operated. My surgical experience has been 
entirely the opposite. I have not had any of 
those bad sequellae—perhaps I am lucky. In one 
case with a large fibroid tumor of the uretus, 
gall-stones and stones in both ureters with dila- 
tation of the pelvis. In order to remove the stones 
I had first to remove the tumor to permit opera- 
tive approach. Now I have taken out the tumor, 
the gall-bladder and one of the stones and am 
letting the patient build up before I take out the 
other stone. In this case I think we could not 
have dealt with the stones from below without 
first removing the fibroid. We had to deal with 
her as the Dutchman dealt with the dog’s tail— 
cut off an inch at a time because it would hurt too 
much to remove it all at once. It is a question 
in my mind whether the repeated manipulation 
necessary to accomplish removal is not more 
harmful than the clean surgical procedure. But 
in the doctor’s hands it has evidently bery very 
successful. 


Dr. F. Webb Griffith, Asheville, N. C—For a 
long time I have been watching with interest the 
work of Dr. Crowell. Although I am a general 
surgeon, I feel that it is wrong for us to operate 
upon these cases of ureteral stones until such men 
who have been trained like Dr. Crowell have had 
an opportunity to see what they can do. We all 
realize that in removing ureteral stones surgically 
there is danger of a ureteral fistula, which fre- 
quently necessitates nephrectomy. There is sel- 
dom any great haste in these cases, so that even 
if the conservative methods should fail we can 
then resort to surgery. 


Dr. Crowell (closing).—In the first place, I 
wish to thank the gentlemen for their compliment- 
ary discussions. I think it an important subject. 
I believe, as does Dr. Fowler, that if we will wait 
sufficiently long in the acutely impacted cases of 
stone in the ureter many of them will pass spon- 
taneously. However, we can assist in getting rid 
of the stone and relieve the suffering much quicker 
by cystoscopic manipulation. Statistics show that 
about 40 per cent of the cases of impacted stone 
falling into the hands of the surgeon, the uro- 
logical as well as general, have been operated 
upon. Dr. Braasch, of the Mayo Clinic, writes 
me that 40 per cent of the cases of ureteral stone 
coming to that clinic are operated upon. This is 
the lowest precentage of which I am aware. Their 
cases are probably those of long standing and 
would be more difficult to remove by cystoscopic 
manipulation. The majority of our cases have 
been impacted for quite a while. Most of them 
come from a distance. They do not grow so rap- 
idly in Charlotte, but we do have quite a run of 
them. Two cases of ureteral and one of kidney 
stone came to our clinic the day before we left 
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home. It is seldom we do not have some of these 
cases on hand. If Dr. Fowler will stop over on 
his way home we will be glad to show him some 
of the patients, pictures and stones, as well as 
our method of removing them. We have all been 
overlooking the fact that we can anesthetize the 
ureters just as we do the urethra. Theoretically, 
it may be unscientific but practically it works. 
I have demonstrated time and time again that 
you can deaden the pain by the use of novocain 
and pass the catheter above the stone. Suffering 
can usually be controlled by the use of novocain 
and morphin while the catheter is being retained. 
If not the catheter can be removed and the pa- 
tient given a respite. In the meantime the stone 
may pass. 

We frequently inject hot oil and hot normal 

saline solution and assist ureteral relaxation in 
this way. 
_ To remove these stones by surgical operation 
is a great temptation to any surgeon, but with 
every precaution you will likely have infection 
and urinary fistulae. This will certainly be true 
of the cases where you already have infection of 
the kidney and ureter. You can do clean work, 
but the parts are infected and you can’t prevent 
further infection. 

I beg of you to give this method a fair trial 
and I am sure you will sell yourselves—just as 
we have done ourselves. We believe at least 90 


to 95 per cent of these cases can be relieved by 
this method. 


NONUNION OF THE HUMERUS: RE- 
PAIR BY MEANS OF THE 
BONE GRAFT* 


By M. S. HENDERSON, M.D., 
Section on Orthopaedic Surgery, Mayo 
Clinic, 

Rochester, Minn. 


Nonunion in the humerus in proportion 
to the number of fractures sustained by 
this bone is more frequent than in any 
other bone in the body. The chief reason 
for its relatively frequent occurrence is 
that fixation is particularly difficult to 
maintain. The patients are ambulatory and 
the only apparatus ordinarily used that 
really gives fixation is a spica cast to the 
shoulder which is not only applied with 
difficulty, but is unsightly and irksome and 
cumbersome for the wearer. 


This study is based upon the observation 
and care of forty-one cases of nonunion of 
the humerus in the Section on Orthopaedic 


*Read in Section on Orthopedic Surgery, South- 


ern Medical Association, Fourteenth Annual Meet- 
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Surgery of the Mayo Clinic. Thirty-four 
of these patients have been traced. The 
fact that we performed forty-two opera- 
tions on these thirty-four patients tells 
only too clearly why this review was un- 
dertaken. From our experience, however, 
I believe that we have developed a logical 
operative procedure and aftercare which 
enables us to deal more successfully with 
nonunion of the humerus and is worthy of 
presentation. 


Practically all surgeons in America are 
agreed that the autogenous bone graft of- 
fers the best means of inducing union. 
When bone transplantation was _ first 
brought forcibly to our attention, notably 
by Dr. F. H. Albee, and the late Dr. J. B. 
Murphy, our hopes were raised high and 
we expected 100 per cent good results. 
This has by no means been attained. It 


_ therefore behooves us to look into the man- 


ner of using the bone graft. The develop- 
ment of transplantation of bone forms an 
interesting chapter in modern surgery. 
Ollier, in 1867, maintained that auto- 
genous bone grafts with the periosteum at- 
tached retain their vitality, but that if the 
periosteum is not attached they promptly 
die. His claims stood unchallenged until 


Radzimousky, as the result of experiments, © 


contended that all transplanted autogenous 
bone dies, but that the periosteum lives and 
may form bone. Barth, in 1893, went even 
farther to discredit Ollier’s claims, and as 
the result of experiments said that all the 
elements of bone die, periosteum, cortex 
and endosteum. He argued that the bone 
used is merely a temporary splint and 
might as well be decalcified or macerated 
bone, and that all transplants are grad- 
ually replaced by bone from the adjacent 
bone-producing tissue. For some years 
this theory was accepted, but the clinical 
results were not in accord with the teach- 
ings. Axhausen combated Barth’s asser- 
tions and as a result of clinical experience 
and experiments upheld Ollier’s theory in- 
sofar as the necessity of the presence of 
periosteum is concerned. In his opinion 
the greater portion of the graft died and 
was replaced by new bone by the adjacent 
bone-producing tissue, by the periosteum, 
or by the portion of the graft that main- 
tained its vitality. MacEwen, in 1912, 
claimed that the periosteum is only a lim- 
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iting membrane and can be disregarded. 
Mayer and Wehner claim that the adult 
bone cell can not form new bone and that - 
the bone-forming properties rest in the 
osteoblasts of the periosteum, endosteum, 
and of the Haversion canals. Phemister 
observed new growth of bone in a graft 
that had been fractured in spite of the 
fact that the bone between the fracture 
and the ends of the bone to which the 
transplant was attached was dead. This 
would be against the osteoconductivity the- 
ory. In a case which I reported the frac- 
ture of a graft in the tibia applied for non- 
regeneration following osteomyelitis 
showed abundant callus, but nonunion 
persisted and a second graft was neces- 


Bint camedullary |) 


graft 


‘| endosteur 
to 
endosteumt 


sary." Berg and Thalhimer in a very ex- 
cellent paper state that osteoblasts are the 
bone-producing cells and are present in 
small numbers in the Haversian canals 
beneath the periosteum, but in larger num- 
bers in the endosteum. They believe that 
the endosteum produces new bone rapidly. 
The consensus of opinion in the more re- 
cent literature seems to be that the peri- 
osteum is of aid chiefly in supplying nutri- 
tion to the transplant, that the hard corti- 


Fig. 1.—Methods of Using Bone Grafts. 
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cal bone which consists of adult bone cells 
has few bone-forming properties and that 
the endosteum or cancellous tissue is the 
chief agent in producing new bone.'* We 
have all had failures with the transplanta- 
tion of bone when the operative technic, 
after care, and so forth had insofar as we 
knew fulfilled all requirements. In my ex- 
perience this has been especially true in 
nonunion of the humerus. If, as stated 
above, the endosteum or cancellous tissue 
is the chief bone-forming part of the bone, 
I believe that we have not applied this 
knowledge intelligently. A brief consid- 
eration of the three ways in which the bone 
graft has been used in this series of cases 
serves to emphasize the point I wish to 
make. Our aim is now to have 
a surface as extensive as possible 
of the endosteum of the trans- 
plant coapted to the endosteum 
of the fragments or the part to 
which it is to be grafted. 

Intramedullary Graft. — The 
intramedullary graft (Fig. 1) 
advocated by the late J. B. Mur- 
phy'* 14 has proved only partially 
satisfactory and the peg is to be 
looked on merely as a splint. It 
is in reality a foreign substance, 
although cortical bone, and is 
slowly absorbed, leaving the 
medullary canal open. Possibly 
it stimulates to a certain degree 
the sluggish osteogenetic power 
of the fragments by bringing 
bone salts to the part and by in- 
creasing the circulation as would 
any foreign body. There is very 
little if any contact of endosteum 
to endosteum. 

Inlay Graft.—The inlay graft 
(Fig. 1) popularized by Albee 
appeals to one as well nigh mechanical 
perfection. It has, therefore, been all 
the more disappointing that the graft 
has been absorbed gradually or frac- 
tured in a certain percentage of our 
cases. It seems unexplainable. We must 
remember that the bone-producing cancel- 
lous or endosteal layer of the graft is in 
contact with only a small portion of the 
same layer in the bone fragments (Fig. 1); 
and only if the fit of the graft in the 
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trough is accurate. The too occasional 
failure of these two methods no doubt has 
led some, notably Sir Robert Jones, to ad- 
vocate the so-called step operation. The 
step operation generally shortens the arm 
and should be avoided if possible, although 
the objection is not so strong to such short- 
ening in the arm as in the lower extremity, 
and in certain obstinate cases it may be 
best. 


Fig. 2.—Massive Graft on the Humerus Held in Place by 
Beef-bone Screws. 


Massive Graft.—For several years we 
have taken a very large graft from the 
flat internal surface of the tibia and ap- 
plied it to the fragments after their peri- 
osteum has been removed and the outer 
portion of the cortex until the cancellous 
or endosteal layer is exposed. Against this 
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layer, which has strong bone-forming prop- 
erties, is placed the endosteal surface of 
the graft. Two or more beef-bone screws 
are placed through the graft into each 
fragment, the screws going through the op- 
posite cortex.” In this manner a much 
larger graft than the intramedullary or 
inlay grafts can be used. The chief advan- 
tage is that the bone-producing elements in 
the graft and in the fragment are in con- 
tact over a very large area (Fig.1). It is 
my belief that a large part at least of this 
graft maintains its vitality and becomes 
one with the fragments. My reasons for 
this belief are based entirely on clinical 
experience. Union is brought about much 
more rapidly than with other grafts and 
the roentgenogram shows early union of. 
the graft to the fragments. 


Even if the belief that the graft main- 
tains its vitality is not correct there still is 
reason for the use of the massive graft. 
If the graft is absorbed and replaced by 
bone from adjoining bone-forming parts 
the deposition of new bone may be below 
par in the cases of nonunion, and the ab- 
sorption of the graft may be faster in com- 
parison than the deposition of new bone. 
The graft, therefore, should be large 
enough to act as a splint to the fracture - 
until enough new bone is deposited to sup- 
port the fragments. The massive graft 
better than the inlay or intramedullary 
graft provides this margin of safety. 


The records of forty-one patients with 
nonunion of the humerus were studied. 
The term nonunion is applied only to the 
pseudo-arthroses. In this study delayed 
union is not considered. Many of the forty- 
one fractures had been compound and 
thirty had been operated upon elsewhere, 
not infrequently as often as three times. 
There were thirty-eight males and three 
females. The nonunion was on the right 
side in eighteen patients and on the left in 
twenty-three. We have heard from thirty- 
four patients. Twenty-five (73.5 per cent) 
are known to have obtained bony union, 
and in nine (26.5 per cent) the operation 
was a failure. Of the forty-two operations 
performed on the thirty-four patients 
traced, twenty-five (59.5 per cent) were 
successful. Eleven of these patients had 
musculospiral paralysis at the time of op- 
eration. Musculospiral paralysis, in our 
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experience, is a particularly difficult com- 


plication to deal with. Dr. Adson, surgeon 
in the Section on Neurology of the Mayo 
Clinic, is inclined to advise in these cases 
of long-standing musculospiral paralysis a 
tendon transference of wrist-flexors to the 
extensors rather than an attempt to suture 
a nerve with a great loss of its substance. 
Unfortunately we caused a paralysis of the 
musculospiral nerve in two of our patients. 
One we know made a complete recovery in 
eight months, but concerning the other we 
only know that the bone is solid. 


Fig. 3.—Body Cast with Trough for Arm. 


In eight of the forty-two operations the 
intramedullary graft was employed with 
good results in four (50 per cent) ; in ten 
the inlay graft with good results in seven 
(70 per cent); and in seven the massive 
graft with good results in six (85 per 
cent). Thus the bone graft was used in 
twenty-five operations in the series, with 
good results in seventeen (68 per cent). 
The step operation with the beef-bone 
screws to hold the bone in side-to-side ap- 
position was used in seven cases, with good 
results in only three (42.8 per cent). In 
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the remaining nine operations various 
methods were used such as a metal plate, 
celluloid plate, ivory intramedullary peg, 
silver wire, and so forth, with good results 
in 55 per cent. 


In the series of forty-two operations, 
there were five serious infections. These 
five patients had been operated upon pre- 
viously and all but one had had infection 
previously. In the clean cases in which 
there was not much scar tissue the per- 
centage of infection was exceedingly low, 
as is usual in bone graft work in a clean 
nontraumatized field. Therefore, I believe 
that the percentage of infection (11.90) 
was no higher than might be expected in 
this series of cases, and that.it can not be 
attributed to any error in technic. Eight 


Fig. 4.--Splint Suitable for — After Removal of 
ast. 


cases in which drainage was slight follow- 
ing operation have not been grouped with 
the infected cases, since healing took place 
in all in a short time and the convalescence 
was in no way affected. 

Whereas no definite conclusions can be 
drawn from these small groups represent- 
ing the different types of grafts the per- 
centage of cures with the massive grafts 
and the rapidity with which the patients 
who had the massive grafts recovered 
function has led me to believe that this 
graft may possibly maintain its vitality 
and function. 


OPERATION AND POSTOPERATIVE FIXATION 
WITH CAST AND SPLINT 


The incision should be made antero-ex- 
ternal and the dissection carried down be- 
tween the biceps and the brachialus anti- 
cus. The musculospiral nerve will then be 
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entirely out of danger. Naturally, exces- 
sive manipulation or too strong retraction 
must be avoided or the nerve will be suf- 
ficiently injured to cause a paralysis. It is 
best to dissect down onto the fragments 
through a small incision in the muscles, 
expose the periosteum and the bone, and 
then enlarge the incision by working from 
within outward. There is less danger to 
vessels and nerves if exposure is obtained 
in this way. When the fragments are ex- 
posed sufficiently above and below the frac- 
ture the cortex on one side of the frag- 


Fig. 5.—Splint Applied. 


ments is either chiseled or sawed with the 
hand saw so that a broad area of the can- 
cellous or endosteal bone is exposed. A 
large massive graft consisting of all the 
layers of the bone is then taken from the 
flat internal surface of the tibia and gently 
trimmed on the endosteal surface so that 
it fits the denuded surfaces of the frag- 
ments. Care must be taken not to injure 
unduly the canceilous bone which is very 
rich in osteoblasts. The graft is held 
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firmly against the fragments with the heef- 


bone screws (Fig. 2). 


Providing adequate fixation following 
the operation is a real difficulty. We have 
concluded, after trying various forms of 
modified aeroplane splints, that the best 
support is given by the application a few 
days before the operation of a body cast 
which has a trough or ledge in which the 
arm, with the elbow flexed, may be placed 
at the completion of the operation (Fig. 
3). The arm may be held securely by a 
few strips of plaster of Paris bandage 


Fig. 6.—Patient Wearing Coat Over Splint. 


moulded over the arm after it is placed in 


the trough. 

If there is no reason to suspect infection 
the cast is left intact for from four to six 
weeks, when the top of the trough is re- 
moved, the stitches taken out, and a roent- 
genogram made with extreme care for the 
arm. It is usually better to leave the arm 


_in the cast for at least eight weeks follow- 


ing the operation when a splint can be ap- 
plied for the period of convalescence. The 
splint which we use is very simple (Fig. 
4). The base, a piece of cold rolled sheet 
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steel, is moulded to fit the curve of the 
thorax and has attached to it webbing 
straps with buckles. A piece of rolled round 
edged steel is riveted to this thorax piece, 
carried up into the axilla, down the arm, 
the forearm, and onto the hand, and is 
provided with various semicircular pieces 
of sheet steel to fit the circumference of 
the arm. Web straps hold the arm on 
this frame and the hand and wrist are 
held in moderate dorsi-flexion. This 
splint,.in addition to being light and com- 
fortable, enables the patient to wear a coat 
(Figs. 5 and 6) so that his disability at- 
tracts very little attention. 


CONCLUSIONS 


1. The massive graft has been more suc- 
cessful clinically than either the inlay graft 
of Albee or the intramedullary graft of 
Murphy. 

2. The rapidity of the establishment of 
solidity with the massive graft has led me 
to believe that perhaps Ollier’s theory that 
the graft may maintain its vitality and 
function is correct. Contrary, however, to 
Ollier’s theory, I believe this is not due to 
the periosteal layer, but to the firm contact 
of the endosteal layer of the graft with the 
endosteal layer of the bone to which it is 
transplanted. 

3. A body cast with a trough for the arm 
applied a few days before operation pro- 
vides the best postoperative fixation that 
we have been able to provide. 

4. A splint should be worn during the 
period of convalescence after the removal 
of the cast. The time at which this can 
be substituted for the cast differs in each 
case and should be decided on clinical evi- 
dence and roentgen-ray examination. 
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DISCUSSION 


Dr. J. Spencer Davis, Dallas, Tex.—I had the 
privilege of being associated with Colonel Albee 
in General Hospital No. 3. There we saw some 
failures of bone grafts done elsewhere, and we 
were interested in trying to ascertain some’ of 
the reasons why individuals had failures in get- 
ting bony union, and we formed some opinions 
about it. 

The first instructions which were sent out by 
the Surgeon-General’s office described the technic 
for operations, stating that the skin should be 
sewn with nonabsorbable material. Colonel Al- 
bee felt that this is a mistake, for the reason 
that if you sew the skin with nonabsorbable ma- 
terial you must open the cast along about the 
tenth day, at a time when the graft is beginning 
to take. If you allow the least bit of motion at 
this time you break down the vessels that are 
beginning to grow into the graft, and that is 
responsible for one source of failure. 

Another mistake we found was men were using 
too short a graft, that is, they would attempt to 
repair a defect in the humerus with a graft of 
an inch or two long. Many times it did not con- 
tain any medullary portion. It is quite important 
that you get some medullary portion ani bring 
this part in contact with the medullary pertion 
of the fragments. 

Another point we found to be a source of fail- 
ure many times was incomplete fixation. Many 
times men did not fix completely the joint above 
and below. We uniformly used a plaster cast 
ond aosorbable sutuxe material for the skin, and 
unless there was a rise of temperature or scme- 
thing which would occasion going in, we did not 
disturb our cases at all. 

In dealing with these war cases we found some 
ef them were operated too early or without 
proper preparation. After t' wound had been 
nealea for a perio’ of two months these cas. 
were put in a special ward set apart for hes 
and the individual had his apparatus which he 
had been wearing removed. We did our nianipu- 
latior once to see whether there was a rise of 
temperature or leukseyte count which would 
cemonstrate that the old latent infection had not 
been entirely stamped out. 

I saw recently in ore of the medical journais 
‘a report of a series of cases where a man did a 
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bone graft of the forearm. After he looked up 
the x-ray pictures in this case it was found the 
graft had been undertaken without correction of 
the deformity. The radius had markedly de- 
viated to the ulnar side, and when the surgeon 
did the operation and inserted the graft, the 
graft was put in under stress. If it is put in 
under stress it may hold for a time, but as soon 
as absorption takes place the pull and tension 
of the muscles will cause the graft to become 
slightly dislodged. An accurate fit helps a great 
deal, in that it prevents extravasation of blood 
after the operation. If the graft fits accurately, 
there will not be as much extravasation of blood, 
and that may be a cause of some of the failures. 


Dr. W. Russell MacAusland, Boston, Mass.—I 
would like to ask Dr. Henderson as to the possible 
causes of infection in these cases. I believe he 
stated in his series that he had 12 per cent in- 
fection. I can not believe that the individual 
technic alone accounts for this percentage of 
sepsis following bone graft work. 


‘I also note that Dr. Henderson has used bone 
screws. I think most of us who have done frac- 
ture surgery have found that the introduction of 
screws through holes in bone, whether by metallic 
substance or beef bone, does definitely delay union, 
and there is an old teaching that metal in contact 
with bone sooner or later causes suppuration. I 
would like to ask Dr. Henderson whether the in- 
troduction of bone screws had anything to do 
with the infection. Screws in bone loosen up 
quickly. They do not hold tightly, and I wonder 
whether in some manner absorbable material could 
be applied around the graft and humerus to im- 
prove the technic. 


Dr. William S. Baer, Baltimore, Md.—I am 
sure we are all very much interested in Dr. Hen- 
derson’s analysis of cases in which grafts were 
used. I did not understand in the massive graft 
whether periosteum was left on the graft or not. 
If you believe it is endosteal bone, why do you 
leave periosteum on? 


In regard to the point made by Dr. Davis rela- 
tive to the request made by the War Office to 
sew wounds with nonabsorbable suture material, 
we have been using in our hospitals for many 
years nonabsorbable skin suture of subcutaneous 
wire, it having been instituted many years ago 
by Dr. Halstead. The suture does not go 
through the skin at all, but through the sub- 
cutaneous layer and remains in the subcutaneous 
layer for six weeks or two or three months, so 
that the wound does not have to be disturbed at 
all, and you have a nonabsorbable material which 
does not permeate the hair follicles, and it is 
satisfactory in that way. 

Dr. Charles C. Garr, Lexington, Ky.—I would 
like to ask the essayist what percentage of syph- 
ilis he finds in cases of nonunion. 


I am very much interested in that phase of the 
subject for the reason that recently I have had 


two cases in the humerus and one of the tibia, in 
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which I used intermedullary grafts in one and 
the inlay graft in the other, and there was non- 
union. In both cases the x-ray findings showed 
a correct position and the Wassermann was neg- 
ative. But in giving a provocative dose of neo- 
salvarsan I was able to produce a three plus 
Wassermann. Giving no other treatment except 
syphilitic treatment, I got perfect union. 


Dr. Henderson did not take up the causes of 
nonunion, and I would like to know whether in 
making routine Wassermanns what percentage he 
finds in nonunion of bone. 


Dr. Henderson (closing).—With reference to 
the suture material brought up by Dr. Davis, I 
do not believe it has the importance that he seems 
to attach to it. We put in nonabsorbable sutures 
of silkworm gut and dermal sutures and leave 
them in three or four or six weeks without pro- 
ducing any irritation of the skin. 


The doctor also mentioned the causes of failure 
in bone grafts. He may be right in his criticism 
of cases he has seen, but even in spite of the 
best technic, where you have a large inlay graft 
and there is perfect asepsis and no trouble what- 
soever, occasionally nonunion persists. That is 
the reason I emphasized the use of a large mas- 
sive graft which I think is preferable to the inlay 
or intramedullary graft. In the tibia it is not 
very applicable, and I do not think it is as neces- 
sary there as it isin the forearm. In the humerus 
and in the femur I am sure it gives a higher per- 
centage of successful results than the inlay. 


In regard to the use of bone screws, Dr. Mac-’ 


Ausland asked whether there is any objection to 
boring holes. I do think there is an objection, if 
you use metal, but there is no objection to the 
use of beef bone. In some cases of nonunion we 
have used beef bone plates and have gotten ex- 
cellent results. 


Dr. Baer asked whether we included all the 
layers of bone in the graft. We take all layers 
of the bone. The periosteum is not very impor- 
tant, but it has something to do with the nutri- 
tion of bone. 


Dr. Garr mentioned the question of syphilis. 
In all these cases Wassermanns were taken. We 
make it a routine to take Wassermanns on all frac- 
ture cases. While our material is a little different 
from that in large cities, it is drawn from all 
over the country and it is fairly typical of what 
you see in most clinics. I have not seen a case 
of nonunion due to syphilis. The only suspicious 
case was that of a woman, 50 years of age, who 
had a fracture. She presented a picture of what 
one might call a cystic degeneration of the bone 
and we were in doubt whether syphilis had any- 
thing to do with the fracture or not. Under 
treatment she improved, but the last time I heard 
from her there was no union. I feel that syphilis 
in its relation to nonunion of fractures plays an 
unimportant role. 
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PRENATAL SUPERVISION* 


By QUITMAN U. NEWELL, M.D., 
St. Louis, Mo. 


I present this paper before this Section 
with the expectation of arousing some dis- 
cussion. Prenatal Supervision in the rural 
community is a problem we are all trying to 
solve. It has already been worked out in 
part in our larger cities and we are getting 
excellent results. The eyes of the profes- 
sion are now turned to the rural districts. 

The Children’s Bureau of the United 
States Department of Labor, of which Julia 
C. Lathrop is chief, is doing wonderful 
work along this line. Several publications 
are in circulation dealing with maternity 
care and welfare of young children both in 
larger cities and in rural communities. 
Never before in the history of the world 
has the vital importance of adequate pre- 
natal care, together with conscientious ob- 
stetrics, been so generally realized as at the 
present time. In New York, Boston, Chi- 
cago and St. Louis before the World War 


some work was being done in the interest 
of the expectant mother, but since the war 
these efforts have received a tremendous 

-™ for which we all should be thank- 
ul. 


In 1913 in this country at least 15,000 
women (and this is an underestimate) died 
from childbirth. About 7,000 of them died 
from puerperal infection, a disease almost 
entirely preventable, and the remaining 
8,000 from conditions common to preg- 
nancy and labor, that are to a great extent 
preventable. In 1913 childbirth caused 
more deaths among women fifteen to forty- 
four years of age than any disease except 
tuberculosis. Likewise, it is shown that 
the greatest percentage of babies who die 
in the first year of life do not live to be one 
month old. This must mean two things: 
First, lack of prenatal care, and second, in- 
competent management of labor and the 
new born baby. 


Nine-tenths of all expectant mothers re- 
ceive no prenatal care. Over forty per 
cent. are attended in labor by midwives 
and physicians who are unqualified and in- 

*Read in the Section on Obstetrics, Southern 


Medical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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competent to supervise the pregnant 
woman. Many thousands die of puerperal 
infection because they do not have proper 
attention. Others are incapacitated for 
duty and become more or less complete in- 
valids because of the same lack. Thou- 
sands of children are still born, due to fail- 
ure of diagnosis of the position of the child, 
or of the size of the mother’s pelvis. Often 
when instruments are applied and the baby 
is dragged out by mere force its skull is 
crushed and injuries are caused that im- 
pair its mentality and leave it a subject for 
the public institutions. Thousands of preg- 
nancies come to an untimely end because 
the expectant mother has not had the nec- 
essary and proper guidance. How can this: 
deplorable condition be corrected? First, 
by education of the laity to demand better 
care and to demand that their baby shall 
be born perfect. Second, better education 
of our young doctors in matters obstetrical. 


Several years ago the Women’s Munici- 
pal League of Boston undertook to circu- 
late propaganda relating to prenatal care, 
and much good was accomplished both 
among the laity and the medical profession. 
Their work was quickly taken up by many 
other organizations, and the field is now 
becoming full of prenatal workers, espe- 
cially in the cities. Some counties in vari- 
ous states have undertaken the work, and 
it promises to spread to other states. We 
hope it is only a matter of a short time be- 
fore every community is provided with 
prenatal care under municipal or state su- 
pervision. Why should not this problem 
be handled by our government? Our gov- 
ernment is made up of the brains of the 
country, and we must have the best 
thought and work on these problems. We 
know in order to get the best results we 
must begin our care with the unborn baby. 
When our country needed us for the World 
War they simply told us to come along and 
go to war. They took complete control of 
us and expected the best we had in us. 
Then, why should not our country super- 
vise our unborn children? It would be 
fairly easy to place bureaus in each county 
or district and have available nurses and 
doctors who would freely advise all preg- 
nant women. As soon as a woman knows 
she is pregnant she should register with 
the bureau, or better still, her physician 
should register for her. It seems to me 
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that in this way we could maintain an efli- 
cient service for the rural mothers. 


Questions then of the most vital intrest 
to the whole nation are these: First, how 
are the lives of the mothers in this country 
and in other countries being protected? 
Second, to what degree are the deaths 
caused by pregnancy and childbirth pre- 
ventable?? Third, if preventable, are we 


' doing our part? Fourth, has there been 


the same great decrease in the last few 
years in sickness due to childbirth as there 
has been in other preventable diseases, as 
typhoid, tuberculosis and diphtheria? 


MIDWIVES 


The cry is often raised to abolish the 
midwives. Those who raise that cry forget 
what statistics show in comparing mid- 
wives with poorly trained doctors. The 
Children’s Bureau of the United States De- 
partment of Labor has just published a 
report, “Maternity and Infant Care in Two 
Rural Counties in Wisconsin.” One county 
was selected from the northern part of the 
state where the population is composed of 
foreign elements, mostly German and 
Polish, and the majority of women are de- 
livered by midwives. And one county in 
the southern part of the state where phy- 
sicians are in attendance, with practically 
no midwives. 


In the northern coutny the infant mor- 
tality was low compared with the average 
for the United States birth registration 
area. The stillbirth rate was somewhat 
higher than the rate found for six of the 
eight cities in which infant mortality 
studies have been made by the bureau. 
The death rate of mothers from causes 
connected with childbirth was high. In 
the southern county the infant mortality 
rate was higher than in the northern 
county, but the stillbirth rate was lower. 
Only one mother died at childbirth. In 
neither of these counties did any of the 
patients receive either prenatal or post- 
natal care. The question then arises, shall 
we abolish the midwife completely and 
allow the poorly trained physician to con- 
tinue his unscrupulous practice when he 
in reality is no better than the midwife? 
Do not misunderstand me. I am not 
making a plea for the midwife, because I 
personally think there is no place for her in 
the medical field. Rather, on the other 
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hand, I wish to awaken the medical profes- 
sion to the importance of good obstetrical 
care and thus put an end to the great mor- 
tality due to poor obstetrics. 


Some states have fairly good laws in 
supervising the midwives, but rarely do 
they enforce these laws. They are re- 
quired to’ pass the same obstetrical exam- 
ination as the physician and are then li- 
censed. Other states, without examination, 
require a small registration fee, and then 
issue a license to practice midwifery. In 
many rural districts there are midwives 
who never register, but go about delivering 
babies without even a knowledge of reading 
and writing. Especially is this true of 
many of our Southern darkies. Before we 
can decrease the mortality of mothers and 
babies, this sort of practice must be 
stopped. The solution is fairly simple in 
the larger cities. The schools of midwifery 
in this country are diminishing, and the 
midwife that now exists will in a few years 
seek other employment. The out clinics 
which are now .being conducted in the 
larger cities offer free care to the pregnant 
woman and in complicated cases free hos- 
pital care, which is drawing the clientele 
from the midwife. In the rural commu- 
nities, with better education of the laity 
and with better teaching and training of 
the young physicians at our medical 
schools, we hope eventually to decrease this 
high mortality of mother and baby. 


PUERPERAL INFECTION 


Dr. Grace Meigs, of the Department of 
Labor of the United States of America, in 
a report shows that during the twenty- 
three years ending in 1913 no definite de- 
crease in the death rate of childbearing can 
be demonstrated in the death registration 
area of the United States. It is further 
shown from a study of the death rates of 
fifteen foreign countries that only five of 
them, England and Wales, Ireland, Japan, 
New Zealand and Switzerland, have ef- 
fected any diminution in the mortality of 
childbearing in recent years, and of these 
England and Wales and Ireland are the only 
countries which show a falling off in per- 
centage of deaths due to puerperal sepsis. 
One might think that from the days of 
Lister’s discovery maternal deaths from 
puerperal infection would be greatly de- 
creased. Statistics show that the same per- 


im 

| 1 
° 
a 
la 
te 
t 
fe 
hc 
d th 
no 
st 
th 
no 
be 
be 
th 
sol 
on 
| lut 
Th 
lai 
Wt 
tea 
ion, 
vul 
aro 
ar 
to 
exa 
gan 
be ; 
care 
anti 
Bes: 
hurr 


Vol. XIV No. 2 


centage of mothers are dying now as then, 
and that in the rural communities and in 
cities without maternity hospitals the per- 
centage remain the same. It is true in our 
well regulated hospitals we do not have the 
epidemics of puerperal infection that we 
had in days before surgical asepsis was de- 
veloped. But outside of well managed 
lying-in hospitals the mortality and mor- 
bidity in connection with childbirth is dis- 
gracefully high. 


In the year 1860 the death rate from 
puerperal sepsis was returned at 1.4 per 
1,000 births and in 1913 it was 1.3 per 1,000 
births. Apparently we have not improved 
over the pre-Listeran days. What is the 
reason? Simply that we are not observing 
asepsis in our technique. In our well regu- 
lated lying-in hospitals, where technique is 
good, we do not any longer see epidemics 
of puerperal infection. At times a sporadic 
case is present, which usually can be traced 
to an outside physician or midwife. The 
patient entered the hospital already in- 
fected. But we must remember that only 
avery small percentage of women receive 
hospital attention, and we must deal with 
the problem in general. 


Taking the conduct of labor in general, 
not much more than an antiseptic solution 
stands between the practice of today and 
the practice of pre-Listeran days. This is 
not what Lister founded, though it has 
been misconceived my many physicians. 
When rubber gloves came into popularity 
the obstetricians thought the matter was 
solved and resorted to placing his gloves 
on his hands after using the antiseptic so- 
lution and proceeded to make his delivery. 
This is not the great founder’s theory. He 
laid down principles dealing with asepsis 
pertaining both to operator and patient. 
Why do we as obstetricians not follow this 
teaching? It has been proved that mill- 
ions of bacteria make their home on the 
vulva, especially the labia minora and 
around the margin of the anus. If we do 
not prepare our field of delivery according 
to aseptic technique when we attempt to 
examine the patient we carry infecting or- 
ganisms into the vaginal tract. We should 
be able to prevent extrinsic infections by 
careful preparation of our patient with 
antiseptics and wearing of rubber gloves. 
Besides the immediate loss by death of a 
number of child-bearing women each year 
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we must consider the number infected who 
do not die, but are left sterile in one way 
or another, and thus shut off from the pos- 
sibility of childbearing. By a comparative 
estimate I believe that out of every five pa- 
tients seriously ill of puerperal infections 
one dies and four get well, but are left 
afflicted in some way, usually by sterility. 
This morbidity is very injurious to the na- 
tion. Most of these women are unfit for 
their daily duties; others are sterile or are 
afraid to bear children, and lastly a good 
proportion of the children die because they 
are taken away from the breast. 


TOXEMIA 


The second most common cause of disas- 
ter to pregnant women is toxemia, which is 
classified as follows: (a) pernicious vom- 
iting, (b) acute yellow atrophy, (c) pre- 
eclampsia toxemia, (d) nephritic toxemia. 
This deals directly with the unborn child 
and is the foundation for prenatal care. 
Toxemia when properly handled rarely 
ends with untoward results. Most of these 
cases we classify as disturbances of meta- 
bolism, and treat by diet, attention to elimi- 
nation, hygiene, etc. In rural communities 
and incities where midwives are in attend- 
ance and the patient has no prenatal super- 
vision, the mortality of both mother and 
baby are high. In a well regulated clinic, 
where all patients are under a direct pre- 
natal care, the outcome is usually good. 


We must educate our patient to report 
to her physicians as soon as she knows her- 
self to be pregnant. This is fairly easy in 
the larger cities, but in the rural commu- 
nities the physicians seldom sees his pa- 
tient until she is in labor, when he is called 
and meets the condition confronting him. 
This is the problem we must solve. We 
need a better co-operation of patient and 
doctor. 


At preliminary examination the patient 
should have a very careful general exam- 
ination. Especial attention should be paid 
to the heart, lungs, kidneys, breasts, blood 
pressure and pelvis. Determine that the 
ovum is intra and not extra-uterine. Meas- 
ure the pelvis very carefully externally and 
internally. Take a Wassermann of the 
blood and keep accurate records. Give your 
patient prenatal advice, or better still, have 
some pamphlets printed stating facts in de- 
tail. Have the patient report to you 
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monthly and bring a specimen of urine for 
the first six months. After that time let 
her either bring or send you speciment of 
urine every two weks. During the last 
four weeks of her pregnancy she should 
have a very careful examination to deter- 
mine the presentation and position of the 
child. Estimate the size of the child and 
see if the presenting part is in the pelvis. 
At this time make another very careful 
‘measurement of the pelvis and give her in- 
structions to call you at the onset of labor. 

At the Washington University Obstet- 
rical Service, which has been run for years, 
we are doing a great deal of prenatal work. 
Dr. Henry Schwarz, professor of obstetrics 
and gynecology, several years ago realized 
that an obstetrical service cannot be com- 
plete without competent prenatal, natal 
and postnatal care, and in 1914 read a most 
excellent article on “Prenatal Care” and 
outlined the working of such a service. 
‘Today we feel that we are running one of 
the best obstetrical clinics in the country. 
Our results are most satisfactory, and we 
feel we are going ahead in the development 
of our nation by giving children prenatal 


care. 


DISCUSSION 


Dr. George Clark Mosher, Kansas City, Mo.— 
The paper of Dr. Newell brings out a great many 
valuable points regarding this most interesting 
subject, which now occupies a prominent place in 
our obstetric forum. 

When we consider the report of the Bureau of 
Child Welfare, at Washington, and realize that 
in five rural communities in various parts of 
the country that out of one hundred and sixty- 
nine births only ninety-seven children survive and 
then take the statistics of Lea that in England in 
forty years the morbidity and mortality of women 
in child birth has only been reduced the fraction 
of 1 per cent, the crying need of prenatal care. 
becomes insistent. 

We must engage in a propaganda to induce 
municipal supervision of prospective mothers, 
through child welfare centers, prenatal clinics and 
parent-teacher associations. 

Our doctors can be aroused by an appeal to 
give their patients advice and care during this 
critical period. 

The Boston Association for Mothers’ Welfare 
has published remarkable results of its work. In 
Kansas City we have organized under the aus- 
pices of the Junior League a prenatal clinic and 
another will be arranged early in January. 

Individuals as well as obstetric societies can 
hel » improve the conditions which have pre- 
vailed. 

I want again to thank Dr. Newell for his timely 
paper. 
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Dr. W. H. Vogt, St. Louis, Mo.—The paper of 
Dr. Newell brought out some very interesting 
points in this very important subject, and I feel 
that prenatal care should receive still more at- 
tention than has been given to it in former years. 
The essayist spoke of the practices of the mid- 
wife and what Nittle prenatal care they give their 
patients. I am sure all of what he says is true, 
but I do not believe that the average doctor gives 
his patients much more care. The trouble lies 
with the education of the medical student. The 
obstetric course given the students is far from 
being sufficient. The student, after having seen 
a few obstetric cases, and having had only a 
limited number of didactic lectures, is graduated 
and goes out to practice obstetrics. He does ob- 
stetric work not because he likes it or because 
he knows anything about it, but simply as an 
introduction to the family, hoping thereby to 
eventually get the family practice. He makes no 
effort to improve his knowledge of the subject, 
but his main object is later to get to treat the 
baby that he has brought into the world, the 
mother, the father, in fact to treat any member 
of the family of whatever ailment may arise. 

The average doctor practices more obstetrics 
and knows less about it than perhaps any other 
subject in medicine. They wouldn’t think of tak- 
ing care of a serious eye trouble for fear of the 
patient losing an eye, yet he doesn’t hesitate to 
take chances with the life of a mother and baby. 

I am not criticising the doctors, but I think 
the fault lies with our methods of teaching and 
not until these are improved and the student im- 
pressed with the need of a good obstetric founda- 
tion will the women in labor receive the care that 
she has a right to expect. 


Dr. R. E. Wobus, St. Louis, Mo.—As Dr. Vogt 
has pointed out, the best thing the “prenatal 
movement” will accomplish is the fact that it 
will teach women to demand better obstetric 
service. Dr. Newell speaks of the deplorable con- 
dition in the rural community. We may as well 
admit that, outside of the maternity clinics and 
hospitals, conditions on the whole are no better 
right in St. Louis. Some years ago, in looking 
up this matter, it was found that, while about 60 
per cent of the women in St. Louis were delivered 
by midwives, there was a greater maternal mor- 
bidity and mortality in the 40 per cent delivered 
by doctors. This is explained by the fact that 
the physician more often comes in contact with 
contagion and more often employs operative pro- 
cedures to terminate labor. This ratio has 
changed somewhat. The midwife is on the wane 
and, so far as I know, there is at present only 
one midwife school in the United States, the one 
connected with Bellevieu. 

We are getting, in late years, doctors who are 
better trained in obstetrics, yet I am quite cer- 
tain that not one-half of the doctors in St. Louis 
own a pelvimeter and doubt if more than one- 
half of them examine the urine of their pregnant 
women. These things will change when the pa- 
— herself knows what she has a right to ex- 
pect. 

In the cities, at present, the well-to-do and the 
very poor receive the best obstetric care, bo 
classes being taken care of in hospitals and ma- 
ternity clinics. The wife of the man who is too 
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poor to go to a pay hospital and too proud to 
take advantage of a charity clinic receives, on 
the whole, the poorest obstetrical service. One 
of the greatest handicaps has been the lack of 
nurses to take care of this class of patients. 
They can not afford the services of a trained 
nurse or two, and many of the so-called “prac- 
tical nurses” are not only incompetent but posi- 
tively dangerous. Fortunately, the St. Louis 
Maternity has already taken steps to alleviate 
this deficiency by establishing a one-year course 
of training for obstetric attendants who, while 
not at par with the trained nurse, will be vastly 
superior to the untrained and unpractical nurse. 


Dr. C. R. Hannah, Dallas, Tex—The subject 
matter of this sort is extremely important and 
very appropriate in opening the first Section on 
Obstetrics by the Southern Medical Association. 
I certainly commend the theme of Dr. Newell 
and heartily agree that improvement in obstetrics 
can be brought about largely by intensive teach- 
ing in the medical schools and carrying a knowl- 
edge of obstetrics and its danger to the public. 


Personally, I think that every woman ought to 
be under the supervision of an obstetrician from 
the time that she realizes that she is pregnant 
until she is delivered and prepared to be returned 
to the gynecologist, if necessary. 

I believe that when she has engaged her ob- 
stetrician he should make her a pupil and teach 
her the important points that might lead to com- 
plications. There is no reason why our patient 
should not have a knowledge of the pre-eclamptic 
symptoms. Information on this subject will cer- 
tainly act as a prophylactic. There is no reason 
why she should not have a knowledge of infec- 
tion, for she readily then will co-operate. There 
is no reason why she should not have a knowledge 
of the growth of the fetus, for a knowledge on 
this subject will certainly teach her to exercise 
greater care in health in preparation for deliv- 
ery. I am confident that eclampsia can be pre- 
vented and the biggest asset in the prevention is 
for the patient to have a knowledge of eclampsia 
and of the pre-eclamptic symptoms upon which 
she may act and exercise her judgment in co- 
operation with the obstetrician. If the obstetrician 
is negligent or careless, she and the public pay 
the price. _ Teach our patients that complications 
in obstetrics become a liability to the family 
rather than an asset. 

Let us again commend Dr. Newell for bringing 
this subject to our attention and let each of us 
take an invoice of ourselves and find just in what 
particular we are derelict. 


Dr. M. Pierce Rucker, Richmond, Va.—I am 
very glad of an opportunity of hearing Dr. 
Newell, as I have been reading the theses from 
Dr. Schwartz’s clinic with a great deal of pleas- 
ure. The problem, as Dr. Newell rightly states, 
is the same as other problems in preventive medi- 
cine, 1. e., education (1) of the medical student, 
(2) of the public. That we are not properly edu- 
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cating the medical student is shown by such sta- 
tistics as those published by Levy, of Newark, 
N. J., several years ago, in which he showed that 
the mortality in cases handled by midwives and 
those handled by physicians is practically the 
same. Of course he was careful to charge back 
to the midwives those cases that began under 
their care. 


When we look at the question from a different 
angle, what more can we expect when we turn 
out practitioners of obstetrics with so little prac- 
tical experience? In Richmond, for instance, we 
require the student to attend twenty cases. Most 
of these, of course, are normal cases, and many of 
them have already delivered themselves when 
the student arrives. With this experience he 
goes up into the mountain or out into the country 
and is confronted with the most terrible emer- 
gencies that can confront a practitioner in any 
branch of medicine. In medicine or surgery he 
has time to get assistance or to get his patient to 
a medical center, but in obstetrics this is impos- 
sible, and he has to solve his difficulties unaided. 
How to get the medical schools to give a better 
— in obstetrics is, I confess, a hopeless prob- 
em. 

The second kind of education, that of educating 
the public, is much easier. With a well organized 
prenatal clinic and a corps of tactful, enthusiastic 
nurses, it is easy to get in touch with the public. 
The nurses get the patients to come and keep 
them coming and the patients absorb  uncon- 
sciously a great deal about what good obstetrics 
means. It is quite possible that some time in the 
future they will insist upon better medical edu- 
cation in this line. 


In regard to infection, I think in stressing 
proper preparation of the hands and the external 
genitalia, we are apt to overlook the patient’s re- 
sistance. It matters not how clean and thorough 
we may be, we can not render the upper genital 
tract sterile. Dr. Reed, of Chicago, in his work 
on induction of labor at term, made cultures in 
all of his cases and found all manner of patho- 
genic germs, streptococci, staphylococci and gono- 
cocci on the cervix. Now, if we permit the pa- 
tient to have a long exhausting labor and thus 
lower her resistance to infection, we are apt to 
get a case of sepsis in spite of the most rigid 
technic. 


Dr. Newell (closing).—I am very well pleased 
to hear such an interesting discussion on this 
important subject. It is very convincing to me, 
after seeing such great enthusiasm, that we are 
awakening to the fact that good obstetrics is 
being demanded by the public and that it is not 
far distant before we will accomplish more in 
the development of the human race. Prenatal 
supervision is absolutely essential and the discus- 
sion before this meeting has demonstrated that 
it is already beginning to reach into the rural 
communities and that it is only a matter of time 
until it will become universal. 
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EYE, EAR, NOSE AND THROAT 


UNRECOGNIZED GLAUCOMA AND 
THE GENERAL PRACTITIONER’S 
RESPONSIBILITY IN ITS 
DIAGNOSIS* 


By Woops, M.D., 
Baltimore, Md. 


SUMMARY 


. Attention is called in the paper to some de- 
tails in the development of glaucoma which the 
physician should know. They are: 

1. The significance of frequent changes in 
glasses in persons over 50, especially in the direc- 
tion of seeming myopia. Dangers of the optom- 
etry examination. 

2. Misleading influence of the term “incipient 
cataract” for “lens striations.” The latter often 
do not advance. If they do, uncomplicated prog- 
ress is painless, and pain or injection means 
something else. The cloudy appearance of the 
lens in glaucoma may be mistaken for cataract 
unless the ophthalmoscope is used. 

3. The pain in progressive glaucoma is unlike 
that of eye strain. Often thought to be neuralgic 
or rheumatic. These troubles are now known to 
be usually due to an infection focus. Importance 
of search for it. 

4. Gastric disorders frequent in progressing 
glaucoma. Importance of recognizing the direc- 
tion of cause and effect. 

5. Recognition of the ocular injection of glau- 
coma as distinguished from that of conjunctival. 
A physician should know the differential diag- 
nosis of conjunctivitis, keratitis, iritis and glau- 
coma or else let every red eye alone. 

The theme of this paper was assigned 
by our Chairman. When we met in New 
Orleans in April, he put his request some- 
what as follows: “The general practi- 
tioner in the South regularly reads the 
special papers appearing in the JOURNAL 
of the Southern Medical Association. We 
ought to take advantage of this by writing 
on eye diagnosis. Won’t you bring to 
Louisville a paper upon glaucoma based on 
observed errors of diagnosis? Such a pa- 
.per should point out to the ophthalmologist 
the lines along which he should try to en- 
lighten his professional associates and 
would, at the same time, be generally read 
by physicians.” 

In complying as well as I can with Dr. 
Stucky’s request, I shall be compelled to 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Fourteenth Annual 
Meeting, Louisville, Ky., Nov. 15-18, 1920. 


review certain things entirely familiar to 
all my hearers. 

When ocular hypertension occurs _ be- 
cause of a previous or existing eye disease, 
the intelligent practitioner will naturally 
seek advice. In primary glaucoma, early 
eye symptoms may not be noticed unless 
looked for. The problem is one of interpre- 
tation. Not always, even when things turn 
out badly, can the physician be justly 
blamed, for the early eye symptoms may 
be so trival in the patient’s opinion that no 
special stress is laid on them. Extra-ocular 
signs may be wanting. But when the latter 
are present the doctor should be prepared 
to properly interpret them. He should 
know when an eye examination is needed. 
The physician’s responsibility to glaucoma 
is thus expressed by Fuchs: 


“Primary glaucoma is a common disease, con- 
stituting about 1 per cent of all cases of eye dis- 
ease. Its accurate recognition is of the greatest 
importance for the general practitioner, the more 
so because here prompt and proper therapeutic 
interference can save everything, but a false diag- 
nosis and improper treatment may destroy every- 
thing. Unfortunately, we still constantly get un- 


der observation many cases of glaucoma which - 


have been incorrectly diagnosticated by the gen- 
eral practitioner, and which come to the ophthal- 
mologist only when help is no longer possible. 
Cases of inflammatory glaucoma are often con- 
founded with iritis or iridocyelitis and are ac- 
cordingly treated with atropin, which has a partic- 
ularly deleterious action in glaucoma. Cases of 
glaucoma simplex which present no_ external 
symptoms of inflammation are not infrequently 
regarded as commencing cataract, and the pa- 
tients are put off in expectation of the cataract’s 
becoming ripe, so that they delay until it is too 
late for iridectomy.” 

We may accept the following as estab- 
lished: In glaucoma harm comes to the 
eye from increased intra-ocular pressure. 
When the hypertension is intermittent and 
slight, the eye may remain free from con- 
gestion and visual symptoms be transient 
and of slow progress. This is chronic or 
simple glaucoma. Again, if the eye pos- 
sesses a “glaucomatous tendency,” as it 1s 
called, sudden hypertension may develop 
with injection, i. e., evidence of eye in- 
flammation or inflammatory glaucoma. In 
a third class the onset of hypertension may 
be so sudden as to overwhelm the eye. 
This is fulminating glaucoma. The two 
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latter forms demand prompt operative in- 
terference. Let us consider the symptoms 
of the first and second of these forms. 


CHRONIC GLAUCOMA 


It presents no signs of inflammation. 
Indeed the diagnosis often escapes the ocu- 
list unless he forces himself to follow a 
definite routine. There may be temporary 
obscurations of vision; apparently, fre- 
quent need for changing of glasses (often 
in the direction of myopia and diminishing 
presbyopia until visual acuity lessens and 
then a magnifying glass may be selected). 
Sometimes there are haloes about artificial 
lights; tension may be slightly increased 
to the fingers or the tonometer. However, 
with these visual symptoms one frequently 
will not discover elevation of tension. It 
is in studying field vision that one makes 
the diagnosis. Contraction, especially on 
the nasal side, or scotomata, with certain 
definite features plus the gradual glauco- 
matous cupping of the optic disc, give the 
diagnosis. It must be admitted that these 
things concern the oculist alone and that 
the general practitioner would be apt to 
inquire about them only if previous ob- 
servation had shown him the association 
between a slowly developing and destruc-- 
tive eye disease and certain symptoms eas- 
ily under-estimated. But these refraction 
changes present features which the physi- 
cian should appreciate. At this time, when 
that pseudo-scientist called the optometrist 
is So prominent, the medical adviser should 
be put on his guard. The fact that a pa- 
tient of fifty years or more requires fre- 
quent changes of glasses is of itself a mat- 
ter of grave suspicion provided refraction 
work is correctly done in the first place. 

The refractive changes in chronic glau- 
coma are thought to be due to one of two 
influences: (1) lowering of accommodation 
due to hypertension with consequent in- 
crease in presbyopia, and (2) swelling of 
the lens with just the opposite effect on 
refraction, i. e., increase in refraction with 
apparent myopia and lessening of presby- 
opia. This latter may be the precursor of 
peripheral lens striations which can easily 
escape notice. Every case of so-called in- 
Cipient cataract should be carefully 
watched from this standpoint. The hyper- 
tension in such a case may be regarded as 
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secondary to the lens swelling, thus mak- 
ing the glaucoma technically secondary. . 
However, this fact does not interfere with 
the point under consideration, namely, 

that apparently progressive myopia in an 

individual over 50 (so called second sight) 

may lead to glaucomatous changes due to 

lens swelling. The following case _illus- 

trates: 


Some years ago a lady of 58 consulted me 
about an increasing myopia for which an opto- 
metrist had, every few months, ordered concave 
glasses of increasing strength. He strengthened 
the glasses as long as he could give satisfactory 
vision. When he was unable to do this, he told 
her she was developing “second sight,” the fore- 
runner of cataract. Minus 8 sph. gave her 20/70, 
her field was limited to 10°, tension +1 to the 
fingers (it was before the days of the tonometer), 
and there was typical glaucomatous pitting. Un- 
der treatment with miotics, the case was kept 
under control during the rest of her life, three 
or four years. Better vision probably could have 
been preserved by an earlier diagnosis. 

Here was a patient who, under the ad- 
vice of her physician, accepted the diag- 
nosis of an optometrist, or optician as he 
was then called, because the aforesaid opti- 
cian had properly corrected the doctor’s 
own presbyopia. The characteristic green- 
ish appearance of the glaucomatous pupil 
had finally led to the diagnosis of cata- 
ract. The patient was waiting for its ma- 
turity. This case illustrates not only the 
possible evils of optometry, but, with the 
following case, emphasizes a real danger 
hanging over persons with so-called incip- 
ient cataract: 

The late Dr. Russell Murdoch, of Baltimore, 
who was one of the most careful diagnosticians I 
ever knew, found in a lady’s eye peripheral lens 
opacities. Her central vision was normal. He 
told her of these lens cloudings and warned her to 
come for periodic examinations. She stopped after 
a time, and after Dr. Murdoch’s death came into 
my hands. One day, six months after the last 
previous examination, she consulted me because 
of an acutely congested eye, dilated pupil and 
pain. She told me that these symptoms had de- 
veloped two or three months previously; that she 
had not been to see me because she was sure it 
was only the development of the cataract and 
she wanted to know if it was ready for operation. 
She had sub-acute glaucoma and an _ iridectomy 
saved the vision that was left, about 20/50, with 
contracted field. The so-called incipient cataracts 
never ripened, but they misled. ften they do 
not mature. 

This case, considered with the other, 
presents two very important truths. Even. 
if peripheral lens opacities are found, the 
term “incipient cataract” is a misnomer. 
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It gives the patient mental torture and, 
worse still, makes him take a wrong view 
of his entire eye condition. In my judg- 
ment the term “incipient cataract’? should 
be left out of our nomenclature. If, how- 
ever, the lens opacities are mentioned at 
all (and undoubtedly they should be to 
some member of the family) there should 
be added and forced home the statement 
that “ripening” cataracts do not give pain 
and that when pain or congestion come, 
something else is indicated. Prior to this 
experience I had not made it a habit to 
give this warning to patients with lens 
cloudings. Now I invariably do. I tell 
the patient or some one in the family that 
there is no reason why an eye with lens 
cloudings should not develop something 


Fig. 1.—Gl tous ti discovered in_ routine exam- 
ination. No previous i of d 


else; that regular inspections are necessary 
and that if pain comes, it may be very 
significant. This is another line along 
which our general practitioners should be 
iristructed. The word “cataract” should 
not be used till it is known that the opaci- 
ties are progressive. 

Apart from visual changes, there are 
symptoms during the progress of glau- 
coma which might readily take the patient 
to his physician. 

I want to discuss one—pain. The neu- 
ralgic pains of glaucoma may vary from a 
mysterious sense of discomfort and tension 
in reading to severe pain of a_ perfectly 
characteristic nature. The two patients 
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whose fields are herewith presented illus- 
trate the first class. One had and still has, 
by refraction correction, normal central 
vision. But there is a paracentral scotoma 
starting from the normal blind spot, pass- 
ing above the fovea and over into the nasal 
field (Bjerrum’s symtom). (Fig. 1). The 
other patient had no idea that his eyes 
were involved. I saw the case in consulta- 
tion with my friend, Dr. L. F. Barker, who 
had been consulted for unexplained gastric 
disturbances with severe attacks of neural- 
gic head pains. A similarly situated sco- 
toma was found. (Fig. 2). Both of these 
patients presented cupping of the discs. 
Had the physicians who saw these cases 
before they reached Baltimore realized the 
importance of these neuralgic pains, valua- 


90 


Fig. 2.—Glaucomatous scotoma discovered in routine exam- 
ination. No previous ici of di 


ble time might have been saved. But in 
each case the “neuralgia” had been con- 
founded with the headache of ametropia. 
There is a vast difference between the con- 
stant band-like supraorbital pains of eye 
strain and the periodic boring eye or tem- 
poral pains of glaucoma. Either might be 
called “neuralgia” by the patient and would 
naturally take him to his physician. He 
should be able to distinguish between the 
two classes of pain, or ought, at least, to 
know that such symptoms demand eye 
study by a trained ophthalmologist. 
Passing allusion must be made to an- 
other easy and wrong diagnosis. For 
many years, and to a certain extent even 
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now, rheumatism or a “rheumatic ten- 
dency” has been accepted as an explanation 
for various sensory disturbances. In most 
of our text books there is description of 
“rheumatic” eye diseases. Inflammatory 
glaucoma was once called “ophthalmia ar- 
thritica.” Chronic glaucoma has often 
been thought rheumatic because of the oc- 
currence of muscular pains, etc., during its 
course. Consider this for a moment in the 
light of what we now know about rheuma- 
tism and neuralgia. We may at the same 
time consider arterio-sclerosis, based on the 
feeling of radial resistance. Neuralgia, 
rheumatism and beginning arterio-scle- 
rosis are sometimes necessary, but always 
insufficient diagnosis. All have a cause. 
Focal infection is now recognized as a fre- 
quent producer of just these things. When 
we speak of chronic primary glaucoma we 
mean an eye going blind with moderate 
hypertension, slow development of the 
glaucomatous cup and nerve atrophy, ac- 
companied, more or less irregularly, by 
other symptoms, with fundamental cause 
unknown. May it not be possible that a 
focal infection can produce temporal neu- 
ralgia and intermittent ocular hyperten- 
sion of low degree just as we know it some- 
times produced choroiditis with secondary 
hypertension ; the same process but of less 
severity and acting on the neuro-retinal 
rather than on the uveal circulation? In 
other words, I suspect that sometimes our 
inadequate and unsatisfactory explanation 
for chronic simple glaucoma may be dis- 
placed by better knowledge of the effects 
of focal infection. Be this as it may, 
the lesson for us is plain and it should 
be passed along to the internist. These 
sensory and vascular disturbances ought 
to be studied from the standpoint of 
focal infection. Whether the symptom be 
neuralgic, rheumatic or hypertonic, search 
for an infection-focus or peripheral irri- 
tant will necessarily involve the sinuses 
and eyes. Thus, study of remote disor- 
ders may reveal an unsuspected glaucoma. 
The case seen for Dr. Barker in a routine 
diagnosis study illustrates this. 


Sometimes in chronic glaucoma, but 
more regularly in the congestive variety, 
there are gastric disturbances of more or 
less severe type. They may vary from 
nausea to what looks like acute cholera 
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morbus. After a few days the eyes look 
red and there is complaint of dim vision. 
For such things as these, the physician 
would naturally be consulted. Unless he 
knows that the relation of cause and effect 
may be’ from the eye to the stomach, he 
can easily reverse his process of reason- 
ing. A single case will suffice to illustrate. 

In 1901 a woman, 46 years of age, came to a 
well known ophthalmologist with inflammatory 
glaucoma in the right eye. Her vision was re- 
duced to the moving hand. He made an iridec- 
tomy and the trouble stopped there. It is her 
history which is of special significance. She had 
been ill at home for nearly a month with head- 
ache, neuralgia, nausea and vomiting. It was 
known that vision was impaired, but little or no 
attention was paid to it. She was thought too 
sick to come to the city. She was warned, after 
operation, of the waste of important time and 
urged to seek advice at once if similar symptoms 
appeared in the left eye. It was ten years before 
they did. She came to me one afternoon after a 
dreadful trip on a bay boat. Nausea, head pains, 
and blurred vision were her symptoms. She came 
because of the warning given her and against 
the advice of her home physician. She had 
learned the lesson if her doctor had not. It was 
impossible to get her vision before operation. 
The condition present was acute inflammatory 
glaucoma of three days’ standing. Iridectomy 
under ether was done the day she came to me 
and restored her vision to 20/30. Now, nine years 
afterwards, it is 20/40. The difference in the re- 
sult of the two operations was merely the differ- 
ence in time between onset and operation. 


INFLAMMATORY GLAUCOMA 

The diagnosis of the second variety of 
glaucoma to which I wish to call attention 
from the standpoint of this paper, is that 
in which ocular inflammation is present. 
Pain in and about the eye, ocular inject- 
ion, etc., are enough to focus attention 
here, whether or not there are other symp- 
toms. There are two possible errors of 
diagnosis unless a physician is warned 
about them. One is mistaking the injection 
for an ordinary conjunctival hyperemia; 
in other words, overlooking the filling of 
the circum-corneal and episcleral vessels. 
The other, which is of the gravest impor- 
tance, is mistaking the case for iritis. The 
danger here is enhanced by the fact that 
atropia, necessary for iritis, plays havoc 
with glaucoma. The reverse is equally 
true. Miotics, needed in glaucoma, in- 
crease iritis. I have seen two such cases 
of mistaken diagnosis in which atropia 
was used. As a rule, the glaucomatous 
dilatation of the pupil should prevent such 
a mistake. This dilatation is not always 
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present and, so, only a test for tension can 
clear the diagnosis. Such primary mis- 
takes as these can not be excused. Any 
one who undertakes to pass judgment upon 
a congested eye ought to know the differ- 
ence between conjunctival and circum- 
corneal injection and the meaning of each. 
He ought to know how to test the size and 
action of the pupil and be able to draw 
correct inferences. He should be able to 
appreciate by digital touch any increased 
tension. If he is deficient in either, he 
will do less harm by refraining from any 
treatment than by acting upon an exam- 
ination with insufficient knowledge. He 
should, however, master such primary es- 
sentials, for many physicians are so sit- 
uated that reliable advice can not be read- 
ily obtained. 

It is not a matter of wonder that a phy- 
sician, suddenly called to a case of severe 
eye trouble, should make a mistake. Un- 
less he was one of the few men who, dur- 
ing undergraduate life, was attracted to 
ophthalmology and unless his teacher so 
linked his eye instruction with patholog- 
ical processes that the student associated 
the two in his thinking, he soon forgets 
the little ophthalmology he picked up in 
undergraduate days. As I tried to point 
out in a paper written for this Section two 
years ago,* the average student leaves the 
medical school with the impression that 
ophthalmology is a sort of artificial adden- 
dum to, and not an integral part of, gen- 
eral medicine. There is another reason. 
When a physician is so environed that he 
can not command skilled advice he must 
do the best he can. He may have been in 
general practice many years. He may not 
own an eye book and if he does, after 
brushing off the dust, he does not know 
where to find what he wants. But there 
are few men who do not take and read 
some journal. If you want to know why 
most of them skip the ophthalmic articles, 
go over the titles and read some of the 
highly technical and special papers ap- 
pearing in the current journals. Most of 
them are very valuable to the specialist, 
but they do not touch the wants of a man 
who, through circumstances, must only 


*Southern Medical Journal, April, 1919, Vol. 
xii, No. 4. 
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now and then take the responsibility of an 


eye diagnosis. We write over, not their 
heads, but their wants. If our chairman 
is right in thinking that the physicians 
who take the JOURNAL of this Association 
regularly read the special articles, it is our 
duty to furnish something which may be 
of real use. It is this conviction, plus Dr. 
Stuckey’s request, which has led me to in- 
flict so primary a paper upon an ophthal- 
mic audience. I trust that our general men 
may find something in it which will help. 
842 Park Ave. 


DISCUSSION 


Dr. J. A. Stucky, Lexington, Ky.—I am quite 
sure I express the sentiment of the majority of 
the men present when I say that I am very grate- 
ful to Dr. Woods for having told you some things 
for me. My thought has been directed to this 
subject because of a large number of cases of 
glaucoma I have met with in my clinics in the 
mountains. We have been seeing entirely too 
many cases in Central Kentucky, cases of eye 
trouble that have been treated for weeks and 
months at intervals as neuralgia or rheumatism, 
all needing correction of refractive error. Many 
of these cases “have gone the rounds” in the use 
of home remedies and “eye drops,” and when they 
have come to me the vision has been permanently 
impaired. I have had many operations to do be- 


cause these cases were not seen early enough. In 


the mountains we found an excuse for this condi- 
tion, and I believe the reason is the large amount 
of focal infection due to the teeth, submerged ton- 
sils and intestinal autointoxication. There is more 
need of dentistry in the mountains than any other 
one thing I know of. The majority of cases I 
saw had high blood pressure. I believe when the 
general practitioner is better taught, when he 
better appreciates his relation to his patient from 
the ophthalmological standpoint, and when we do 
not talk so much of so-called “high brow stuff,” 
the general practitioner will feel just a little bit 
different towards us. I have seen some very hu- 
miliating instances where the general practitioner 
apologized for not having suspected the real eye 
condition—when he treated the eye for redness 
that he thought was a conjunctivitis, and treated 
the pain because he thought the patient had 
rheumatism in the joints as well as in the eye. It 
never occurred to him to take the reflexes, test the 
ocular tension and he did not examine the cornea 
carefully. The most important man in the medical 
profession today is the general practitioner, and I 
am sure if we give him the aid that he desires of 
us as specialists he will appreciate it. 

My reason for asking Dr. Woods to write this 
paper was because I wanted some plain language 
and real help to come from some one just about as 
big as he is. I think he is just about as big as 
anybody we have in the South. 

Last Thursday I saw a patient who had gone the 
rounds of what Dr. Woods calls the “psuedo-scl- 
entists.” He had had his glasses changed seven 
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times in eight years, and when he came to me I 
found him with a dilated pupil, a hazy cornea, and 
wearing a minus-9. And that man was only forty- 
seven years of age. I have seen other cases where 
patients had been told they had incipient cataract, 
as mentioned by the essayist, and were waiting 
for the development of the cataracts. I fully 
agree that we ought to leave out that word “in- 
cipient.” The patient has enough trouble without 
anticipating more. I want to endorse every word 
Dr. Woods said in his paper. 

Dr. J. W. Jervey, Greenville, S. C—I think we 
will all agree that while it is highly necessary that 
these conditions should be recognized early in 
order to save the eyesight of the victim, yet it is 
rather difficult in many of these cases for the 
ophthalmologist to determine the existence of a 
simple glaucoma. I must say that it seems almost 
a hopeless undertaking to try to teach the general 
practitioner the different tensions which would 
warrant the diagnosis of glaucoma, or even a sus- 
picion of glaucoma. There is of course one way 
to get the matter before the general profession, 
and that is through the media of various general 
medical organizations; to have each ophthalmolo- 
gist who is a member of his state medical society, 
or his county medical society, present the matter 
before the profession. It so often happens that 
the only complaint of a case of simple glaucoma 
is some apparent functional disturbance of the 
vision. These patients come in time and time 
again with no objective symptoms whatever—no 
peripheral injection, no dilatation, absolutely no 


‘ glaucomatous haze, but in the course of the rou- 


tine refraction if your ophthalmoscope is invaria- 
bly used some of these cases will be detected. 
However, some of these cases of simple glaucoma 
show a sporadic tendency. They may show ten- 
sion at one time, and at another time the tension 
is normal, even with the use of the tonometer, and 
these cases in many instances show not the slight- 
est sign of cupping of the disc. It is not until the 
disease is in a dangerous stage that the patient 
notices a gradual diminution in the field, perhaps 
of one eye, perhaps of both, and then we are con- 
fronted with the fact that we have a case of 
glaucoma. But if a systematic examination with 
the ophthalmoscope is made in every case of re- 
fraction I have no doubt many cases of glaucoma 
will be uncovered which heretofore have ‘been 
passed by unrecognized. I certainly hope that 
some method can be devised which would put the 
general practitioner on his guard in these cases. 
Dr. Meyer Wiener, St. Louis, Mo—There is 
very little to add to what Dr. Woods has said, ex- 
cept regarding the information to the patient as 
to whether the disease is cataract or not. Dr. 
Woods stated that he tells the patient or some one 
of the family that he has cataract. I infer from 
that that he does not himself tell the patient that 
he has cataract. I believe in truth in medicine and 
I believe the patient should always be told what is 
wrong with him, regardless of what the conse- 
quences may be immediately, because the patient 
will find out some time or other that he has cata- 
tact, and it will be a dreadful shock when he does 
find it out. He probably feels that you did not 
know what was the matter before, and it reflects 
discredit on the medical profession. I have had 
two or three instances in my practice, but I do not 
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now let the patient get away without telling him 
what the condition is. 

Dr. Woods mentioned the fields as most im- 
portant in making a diagnosis of glaucoma. I do 
not think this can be emphasized too strongly— 
that we should look in the peripheral fields for 
glaucoma. We cannot always find defects in the 
field in glaucoma with an ordinary perimeter, but 
we must search for it with some such instrument 
as Dr. Peters’ campimeter, or the Lloyds stereo- 
campimeter; something that will find the blind 
spots in the field of vision. I agree that it is not 
only the general practitioner who needs to be edu- 
cated, but ourselves. We should be careful about: 
judging too hastily whether the patient has or has 
not glaucoma. I recall a case that came to us 
about eighteen years ago that had an acute attack 
of glaucoma, but refused operation. We treated 
her with eserin and the inflammation subsided and 
the tension became normal. She went to New 
York and consulted a gentleman who was consid- 
ered the leading ophthalmic surgeon there. After 
many tests this man told her she did not have 
glaucoma; that he did not believe she ever had had 
glaucoma. I am not criticising this man, because 
I think he ranks among the three or four best men 
in ophthalmology in the United States; but I think 
he made a mistake in this case. The patient went 
home, and on the way had another acute attack, 
with the result that the vision of one eye is prac- 
tically gone and that of the other greatly reduced. 
There is bare perception of light in one eye and 
about 20/40 in the other. Now if a man like that 
can make such a mistake, how can we expect the 
general practitioner to always recognize glau- 
coma? 

Another thing, I think most ophthalmologists 
think they must find cupping of the disc in glau- 
coma, whereas in the acute stage there is no cup- 
ping; there may even be a blurring of the edges 
and hyperema. It is only when we have pro- 
longed increase of tension that we have cupping. 


Dr. J. A. White, Richmond, Va.—I agree with 
Dr. Jervey that trying to educate the general 

rofession seems a hopeless task. Through a 
ong experience I have many and many a time 
had people hopelessly blind from glaucoma sent 
to me to have cataracts extracted. I have writ- 
ten several papers along the same line and made 
addresses on the subject before medical societies, 
trying to educate some of the medical profession 
to our point of view, but I doubt whether I have 
ever made many converts. 

Dr. Woods’ paper, properly speaking, should 
have been read before the Section on Medicine 
if he expected to convert anybody or to educate 
them so that some of the many blind people in 
this country might be saved from that blindness. 
It is my experience that notwithstanding the enor- 
mous advance in ophthalmology in the last twenty- 
five years, the general practitioner of medicine 
takes no interest whatever in eye diseases, and 
I have myself noticed that the profession in our 
largest cities have not the slightest knowledge 
of eye disease, not even a rudimentary knowl- 
edge. That is my experience among the general 
profession where I live, and I believe it is the 
experience of all of you. So I repeat that this 
paper should have been read to the people we 
want to educate, not to us, not one of whom will 
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take issue. with Dr. Woods in a single word he 
has said. I hope the paper will be published in 
such a way as to come under the observation of, 
at any rate, the members of this Association, who, 
if they read it carefully, may apply its lesson to 
a good end. 

Dr. H. H. Briggs, Asheville, N. C—I want to 
emphasize what the last two speakers have said 
about our responsibility, the ophthalmologist’s re- 
sponsibility, in this matter. It is true that the 
optometrist has done a great deal—or rather, his 
lack of knowledge of pathology has caused a 
great many cases of simple chronic glaucoma to 
go on to the stage where operation is futile. But 
he is not to blame so much because of his lack of 
knowledge of a trouble which is not optical, but 
pathological—a disease of the eye. If the general 
practitioner’s knowledge of disease is not ade- 
quate he can refer the patient to the ophthalmol- 
ogist, but we as ophthalmologists have often been 
remiss and have not carefully examined and diag- 
nosed these cases. We are prone to refract cases 
that come to us with diminution of vision, and 
fail for weeks or months to detect glaucomic 
symptoms which a proper examination would have 
revealed in the beginning. 

Another point is that every case of diminished 
vision oaih wan not be corrected by refraction, 
and which can not be accounted for in any other 
way, should be suspected of being a symptom of 
simple glaucoma. We should never use a cyco- 
plegic in any case until we are reasonably sure 
there is no increased tension, and that beginning 
glaucoma is not present. 

Dr. E. H. Cary, Dallas, Tex.—The point we 
seem to be trying te make is that no greater 
amount of progress has been made in educating 
the medical profession. I agree with the Doctor 
that a paper of this kind is not much appreciat- 
ed and has not much effect on the man who is 
practicing who has not had a correct conception 
of this when he was a student. My observation 
through years of experience has been that we 
have an inver-increasing list of mistakes, and I 
have been led to believe that the worst cases are 
those who have been deterred through bad service 
from going to some one who might have been 
capable of making a real diagnosis, this delay 
brought about by advice from the general prac- 
titioner who himself did not have in his early 
training a correct conception of the subject nor 
the fear of God instilled into him. I can recall 
distinctly that the question of ophthalmology and 
these other subjects as taught by Dr. Noyes did 
not impress me, and none of us passed the ex- 
aminations. We were not required tb pass the 
examination. The teaching for many years has 
_ the fear of God into the heart of the student, 

ut it is up to the teachers, to those men who 
actually teach. If the teacher has a right finally 
to require an examination that examines and will 
actually exclude the student from getting his 
diploma unless he passes, then he can put the 
fear of God into the student’s heart and he will 
go out thoroughly convinced that there are one 
or two things he must know. One is the differ- 
entiation between iritis and glaucoma—he must 

know that in detail, and there is reason in it. 

I have been watching this for years, and I find 

these men do not make mistakes. Do not try to 
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get your genera! practitioner so well educated 
that he will be able to make a diagnosis; but he 
ean be afraid of making mistakes, and he will do 
something to avoid making mistakes. If you 
have done that you have made progress. I think 
the progress is marked in recent years and will 
continue, but mainly through the students now 
being taught. 

Dr. Hilliard Wood, Nashville, Tenn.—We have 
all had those sad cases come to us in which, 
through an error in diagnosis by the general 
practitioner, the vision was practically totally 
lost. The evil of an error in diagnosis is two- 
fold: in the first place, no good is accomplished 
by treatment; and in the second place, positive 
harm has been done by treatment, which is usu- 
ally atropine or nitrate of silver, depending upon 
whether it was called an iritis or a conjunctivitis, 
but alas! the time of election for operation has 
been allowed to pass. 

I rise more especially to call attention, in the 
early diagnosis of glaucoma, to a syndrome laid 
down by Colonel Elliot on his visit here in 1913: 
three symptoms of the earliest stages of develop- 
ing glaucoma. These three symptoms are: plus 
tension, as taken by the tonometer, and not with 
the finger; reduced central vision; and contrac- 
tion of the field, as taken by the perimeter. 
These three are the best guides in the early 
stages, where there is still a question in one’s 
mind as to the correct diagnosis. But glaucoma, 
especially the more chronic types in which a 
diagnosis is most doubtful even in your mind 
and mine, develops more or less intermittently, - 
and in the intervals between the attacks the pa- 
tient will not even show this syndrome of Colonel 
Elliot. It has been my custom, where the pa- 
tient lives within reach, to have him come to me 
during the attack and then examine for the symp- 
toms to which I have referred. I believe if we 
wait to make a diagnosis until cupping of the‘ 
disc and dilated pupils appear, we will let go by 
the time when we could have done something for 
our patient. 

Dr. Hiram Woods (closing).—I agree with 
what Dr. jervey and Dr. White have said about 
the almost “hopelessness” of educating general 
practitioners, especially those in long practice. 
At the same time, I think there are a few bright 
spots on the horizon. One of them is the educa- 
tion of students, spoken of by Dr. Cary. They 
should not be burdened with instruction about 
matters we do not understand ourselves. Our 
efforts should follow the recognized lines of diag- 
nosis. A teacher should not be satisfied until he 
has drummed and drummed, and drummed and 
drummed into students the meaning of certain 
signs and symptoms of iritis and glaucoma as 
differentiated from those of conjunctivitis. The 
insufficiency of such diagnosis as facial neural- 
gia, chronic rheumatism, etc., with treatment by 
cold tar products, should be pushed home. 

This brings us to another bright spot. When 
these extraocular symptoms (gastric, neuralgic, 
rheumatic, etc.) appear, they now make the gen- 
eral practitioner look for a focus of infection or 
peripheral irritant and, if in this search, he 
can be made to realize that the eyes ought t 
be taken into account, such a trouble as chronic 
glaucoma may be found earlier. Before he got 
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to looking into these matters, when he was con- 
tent with a diagnosis of “rheumatism,” when he 


asked a man if he had ever had a chancre and, 


if he said “No,” let it go at that—conditions were 
hopeless. Now many practitioners are going 
further and want an eye examination. What 
should the oculist do? Mere routine study of 
vision, refraction error, etc., is insufficient. Peri- 
metry and tonometry should be parts of our 
work. 

With regard to Dr. Weiner’s criticism: he 
thinks a patient ought to be “told the truth” 
when he has a “cataract.” Of course, in so far 
as misstatements are concerned; but what is 
meant by “cataract” and what false impressions 
can be conveyed by the term “cataract” to you 
may mean a peripheral, non-progressive opacity 
in the lens; to the average layman it means 
slowly progressive blindness to an _ operation 
which may or may not succeed. We all know 
there are hundreds and hundreds of cases of peri- 
pheral striations which never come to an opera- 
tive stage. These opacities do no harm; they do 
not get worse. What is the use of frightening a 
man with the idea that he is going blind? Call 
it “peripheral striations,” tell him there is a 
little cloud at the edge of his lens and it should 
be watched; but while he has useful vision do 
not torment him with the idea that he is going 
blind. You are telling him the truth; you are 
simply avoiding that particular presentation of 
his condition which will scare him and make him 
think everything else is due to “cataract.” To 
some extent you can dangerously mislead him. 
See quotation from Fuchs and case narrated. 


What Dr. Weiner said about the campimeter 
is true. You can get a small scotoma with the 
campimeter that you can not get with the ordi- 
nary perimeter. 

‘Dr. Woods has called attention to a very im- 
portant matter. If we wait, in diagnosis, for 
the cupping of the disc, we are often too late. 
This brings me to another thing that I will take 
the liberty of speaking about for just a minute. 
Oculists should compel themselves to make peri- 
metric examinations. A short time ago a man 
under examination before the American Board 
of Ophthalmological Examiners was asked to 
take a field of vision. He replied that he owned 
a perimeter, but used it as a hat rack; that he 
had not time to take fields because he was too 
busy with routine cases; it took him too long to 
get through. He knew nothing about perimetry. 
If this was his point of view, certainly many of 
his patients over forty got away without the sort 
of examination they needed. I have discovered 
cases of early glaucoma simply by making my- 
self go through this routine. It is a branch of 


ophthalmology that has been sadly neglected. 

After all, the thing gets down to what Dr. Cary 
has said: we must make the average young man 
afraid to make mistakes, and if we accomplish 
that we will do much. 
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AN ATYPICAL MASTOIDITIS FOL- 
LOWING A STAPHYLOCOCCEMIA* 


By H. MARSHALL TAYLOR, M.D., 
Jacksonville, Fla. 


It is the intention of the writer in the 
preparation of this paper to discuss the 
hematogenous infection of that type of 
mastoid disease which has been classified as 
primary mastoiditis or idiopathic mas- 
toid abscess and to report a case of more 
than passing interest. 

While the subject of primary mastoid- 
itis is not a new one, in searching the lit- 
erature on this subject the writer is sur- 
prised to find how little definite informa- 
tion has been thrown on those of hema- 
togenous origin. 

In the review of 40 cases of primary 
mastoiditis only 7 of these are stated to 
be of hematogenous origin. Plisson re- 
ports 1 case, Humblet 1, Labarre 1, and 
Chauveau 4. In only 1 of these cases is the 
affecting organism stated. 

Plisson reports a case of general infec- 
tion (perhaps influenza) in a man, age 22, 
with mastoiditis without involvement of 
the middle ear. Mastoid pus showed 
streptococcus in pure culture. He believes 
this to be a hematogenous infection. He 
states that primitive mastoiditis without 
middle ear involvement occurs most fre- 
quently in influenza, but also in other 
general infections. 

Humblet reports one case in a woman, 
age 27, history of a broken and sensitive 
tooth. Redness and tenderness over the 
mastoid. No sign of middle ear involve- 
ment; tympanum absolutely normal. Infec- 
tion was probably hematogenous. No bac- 
teriological examination. 

Labarre, in 1912, reported one case of 
primitive mastoiditis in which there was 
no sign of middle ear involvement and no 
previous history of ear disease. This case 
was reported as of hematogenous origin. 
The infecting organism was not men- 
tioned. Chauveau reports 4 cases of pri- 
mary mastoiditis. The original article 
was not attainable. 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Fourteenth An- 
nual Meeting, Louisville, Ky., Nov. 15-18, 1920. 


= 
= 
| 
q 
q 
if 
3 
fl 
q 
. 
a 
; 


168 


Of the 40 cases of primary mastoiditis 
reviewed, 4 of this number showed a sta- 
phylococcus infection. 

Brieger reports one case of primary 
mastoigitis not due to middle ear suppura- 
tion in which staphylococcus aureus was 
found in the pus. He does not state 
source or mode of infection, but notes that 
the. staphylococcus aureus is one of the 
frequent organisms in osteomyelitis. 

West reports one case in a girl, age 14, 
of mastoiditis without involvement of the 
middle ear. The pus showed staphylo- 
coccus. The case was complicated by ma- 
laria and malarial parasites were found 
in the blood. No mention of staphylococci 
in the blood and no attempt to explain the 
cause of the mastoiditis. White blood 
count was 14,000. 

Of these cases reviewed in twenty-two 
there was no mention of the type of bac- 
teria found in the mastoid process. In 
sixteen there was no attempt to indicate 
the source and mode of infection. In 
seven cases which were reported to be of 
hematogenous origin, in only one case was 
the type of organism mentioned. In 
searching this literature the most con- 
spicuous fact was the infrequency of the 
report of any investigation of the bac- 
teriology of the blood. 

After the study of the literature on this 
subject with the observation as just stated, 
one could hardly escape the conclusion 
that the question of hematogenous in- 
fection of the mastoid apophysis has 
not received the attention and investiga- 
tion which one at the present day would 
expect. Perhaps the explanation has been 
that the condition is a rare one, and for 
this reason few cases have been studied 
by the one individual. 

However rare the condition may be, we 
know that it does exist. Rosenow says: 

“The hematogenous origin of infection in re- 
gions which do not normally harbor bacteria, 


such as the endocardium, pericardium, joints 
and bone, is accepted.” 

Dabney, in his excellent contribution on 
“Idiopathic Mastoid Abscess,” says: 

“The hematogenous theory of mastoid diseasc 
rests on a sound and scientific basis.” 

In osteomyelitis we have the parallel of 
the infection of the mastoid process 
through the blood stream. Keen says: 


“The infection of the bone is often secondary 
to local infection (such as a furuncle or car- 
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buncle) and the infecting organism may be car- 
ried from such focus by the blood and cause 
acute suppuration of bone in distant parts of 
the body.’ 

In the study of osteomyelitis we learn 
that in the vast majority of cases the in- 
fecting organism is the staphylococcus 
pyogenes aureus and that it is generally 
found in pure culture. Barker, in his 
“Monographic Medicine,” says: 

“Multiple purulent metastases are very com- 
mon in staphylococcus sepsis. When the cocci go 
over in the blood, the blood culture is sometimes 
positive, but is often negative, as the cocci are 
quickly removed from the blood by the organs (in 
contrast with streptococcus sepsis).” : 

The writer further states that the diag- 
nosis of staphylococcus sepsis is made by 
finding the primary focus of infection, 
blood culture and cultures from the metas- 
tatic abscesses. 

On becoming intensely interested in this 
case which I am reporting, I questioned 
my distinguished instructor of former 
days, Dr. Dench, as to his opinion rela- 
tive to this history and pathology. His 
opinion, which is always of interest, is as 
follows: 

“There is absolutely no reason why a staphy- 
lococcus in the blood stream should not give a 
metastatic abscess in the mastoid as well as in 
any other part of the body. If such a focus 
should exist the metastatic abscess would be in- 
dependent of the middle ear and the drum mem- 
brane might be normal.” 

With the courtesy of the Society, I will 
report this case of atypical mastoiditis fol- 
lowing a staphylococcemia. This case 
is worthy of publication on account of the 
interesting and unusual history, the con- 
dition of the middle ear, the type of mas- 
toid involvement and the bacteriemia. 

The patient, M. M., female, age 19, robust, no 
family history of tuberculosis or syphilis, was 
referred to ne on September 1, 1919. 

History.—For two months patient had suffered 
from a recurring furunculosis scattered generally 
over the body, principally on the lower extremi- 
ties. No furunculosis of the external auditory 
canal. Patient first consulted me on account of 
a furuncle the size of a pea over the left eye 
brow. The furuncle opened and the swelling 
rapidly subsided. Pus showed a staphylococcus 
infection. 

On September 6, the patient called again at 
my office complaining of a deep-seated pain back 
of her right ear. The middle ear was exam- 
ined; fundus presenting a normal drum mem- 
brane; no scar of a previous perforation; hearing 
not impaired. Patient was advised to report at 
the end of two days for further examination. 

On September 8, the gros was again seen, 
this time complaining of increase of pain, par- 
ticularly at night. A sensitiveness to pressure 
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existed over the mastoid tip; no tenderness in the 
region of the antrum or emissary. Eustachian 
tube was catheterized. No fluid could be detected 
in the tube or middle ear. The patient’s temper- 
ature was 100°, pulse 120. 

On September 10, 11 and 12 temperature 
oscillated between 99 and 101°;. pulse, 110 to 
120. On September 13, a blood culture was. 
taken and a differential blood count showed 20,- 
000 white cells, 85 per cent polynuclear. On 
September 15, report of the blood culture stated 
that a staphylococcemia was present. A roent- 
genological study was made and the following 
report was received: “There is a general loss 
of density throughout the lower half of the 
right mastoid and a haziness of cell outline 
which would suggest an acute mastoiditis.” 


A simple mastoid operation was immediately 
erformed. Removal of a thin cortex revealed a 
arge tip cell containing pus, and the immediate 
adjacent cellular structure showed a beginning 
caries. In the pap part of the mastoid and 
in the region of the antrum, macroscopically the 
bone presented only a hyperemia and no. pus 
was evident. The antrum was opened; no gran- 
ulations were present and no evidence of disease. 
The sinus was exposed, which showed a normal 
color. The pus culture from the mastoid showed 
a staphylococcus aureus in pure culture. The 
mastoid was closed except at its lowest extremity 
and a small drain introduced. On the following 
day the patient’s temperature was normal. She 
stated that her headache no longer existed. An 
uneventful recovery followed, patient leaving the 
hospital on the ninth day with the mastoid wound 
entirely closed. 

To review this case briefly, there was 
a recurring furunculosis extending over 
a period of two months. This can be in- 
terpreted as the primary focus of infec- 
tion. A blood culture showed a staphyio- 
coccemia and the metastatic abscess gave 
the staphylococcus aureus in. pure culture. 
To the writer it would seem that this 
would make the diagnosis of a hemato- 


genous infection complete. 


In reading medical literature one can 
but come to the conclusion “that there is 
nothing new under the sun.” I make no 
claim to priority in the report of this 
case, though in the literature reviewed I 
was unable to find where there was any 
record of a case of primary mastoiditis in 
which the organism was isolated in the 
primary focus of infection found in the 
blood stream and in the metastatic ab- 
scess. 
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DISCUSSION 


Dr. John J. Shea, Memphis, Tenn.—I think we 
owe a vote of thanks to Dr. Taylor for giving us 
a report of a case that has been worked out so 
thoroughly. Of course, he tried to cover up his 
scientific investigations by saying that in taking 
his first culture he did so in order to obtain the 
offending organism. for an autogenous vaccine, 
but nevertheless he obtained the organism in its 
primary focus and the organism from the blood 
stream. The isolation of a staphlococeus from 
the blood stream is very difficult because the in- 
terval in which the organism may be isolated is 
very short. 

The question always comes up of the blood 
culture becoming contaminated, and in talking 
this over with Dr. Taylor he said that the labora- 
tory reported this as a true bacteremia. 

The latest work on the reformation of bone is 
that bone reforms from the Hoversian canal sys- 
tem. I imagine it was through this system that 
this a mastoid began to suppurate, for it 
is difficult to see any other explanation than that 
the bacteria become an embolus and lodge in the 
mastoid. 
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I think it is also impressed upon us that an 
x-ray should be taken in every one of our mas- 
toid cases before we operate. It is of value to 
give you the landmarks and in a case where the 
ear is as near normal as this one, only with the 
aid of the x-ray would we be justified in doing a 
mastoid. 

Dr. H. H. Briggs, Asheville, N. C.—It seems to 
me Dr. Taylor has come more nearly bringing to 
us a true case of primary metastatic mastoiditis 
than any case I have reviewed. It is true that 
perhaps the exacting bacteriologist would not ac- 
cept the findings as true proof, especially if the 
postulates of Koch had to be satisfied, but never- 
theless to us he has proven his case. He has 
found the organism both in the blood stream and 
in the furuncle. Whether it is a true bacteremia 
and metastasis may be questioned, but as I re- 
member the furuncle was on the left side of the 
face and the mastoiditis on the right side, and it 
would be rather difficult to see how the lymph 
channel could be the sole means of carrying the 
infection. Finding the middle ear free from in- 
flammation does not mean that the_ infection 
might not have gotten through the Eustachian 
tube in some way. This would be rather far- 
fetched, but is possible. I have seen one case 
somewhat similar to the doctor’s, in a doctor’s 
family, where there were the usual mastoid symp- 
toms of pain and tenderness, with no evidence of 
otitis media. The pain was so severe that a 


aracentesis of the drum membrane was done, 
ut no evidence of otitis media; later a mastoid- 
ectomy was done, and no evidence of pathology 


was found in the antrum, but going down to the 
tip the large cell was found full of pus. I am 
very glad that Dr. Taylor presented this subject 
so scientifically and gave us the benefit of his ob- 
servation. 

Dr. Clifton M. Miller, Richmond, Va.—Two 
years ago, when this Section was to have met in 
Asheville, I had prepared a report of two cases 
in which bacteriema was not proved. The blood 
stream was not examined and beyond low grade 
infection in the postnasal spaces and around the 
tonsils, there was no focus of infection that we 
could find. But both cases were mastoid abscess 
without middle ear infection. One of them I was 
satisfied must have gone through the middle ear. 
It was a child and it waked up in the night cry- 
ing with earache. I did not see it for a week 
after and at that time the drum was perfectly 
normal, so it must have had some low grade in- 
fection at the time. This must have gone into 
the mastoid antrum, but I did not get to operate 
until there was a_ subperiosteal abscess. The 
other case was a subperiosteal abscess also and 
was advised to be operated upon a week before 
he consented, and then the swelling behind the 
ear had become very marked. In spite of this 
post-aural swelling the antrum was dry. The 
epg had been low down over the tip. He 

ad an old, long-continued case of infection in his 
naso-pharynx. Both of them were x-rayed care- 
fully before operation and I do not see how we 
can finally make up our minds to operate on these, 
in spite of the high blood count, without the x-ray. 
I think that is a great essential in the diagnosis 
of these cases. The source of infection we must 
work out. Neither of these were “flu” cases. 
This was prior to the epidemic. 


SOUTHERN MEDICAL JOURNAL 


February 1921 


Dr. J. A. Stucky, Lexington, Ky.—Anything 
atypical is always interesting and important, 
simply because we do not always look for the un- 
usual. Less than three weeks ago a lady came 
into my office, sent to me by a group of physi- 
cians who had gone over her very carefully; she 
had been treated for five weeks for fistula. Five 
days before she had earache, which she learned 
was due to a diseased tooth. Extraction of the 
tooth relieved the earache. Examination by an 
otologist found no trouble in the ear. Then she 
began to have severe pains in the back of the 
head radiating to the left eye. This increased 
and she was sent to me because of slight swell- 
ing in the left temple and edema of the eyelid. 
Examination of the eye was negative except for 
this swelling, which looked to be entirely super- 
ficial. There was no trouble in the nose or ac- 
cessory sinuses, the throat was normal, and I 
could not account for the headache. The drum 
membrane was a little congested, but no evidence 
of trouble in the middle ear. I then had an x-ray 
made and, very much to my surprise, it revealed 
evidence of disintegration not only of the entire 
mastoid, but in the posterior zygomomatic root. 
There were no clinical symptoms, no pain on deep 
pressure, no sagging of the posterior wall, none 
of the usual symptoms of mastoiditis. On the 
strength of the revelation of the x-ray I operated 
that afternoon and found a most unusual condi- 
tion in the mastoid. She had a very small mas- 
toid, no antrum practically, just a cell as large 
as a pea. There was pus in the tip; there was 
pus in the zygoma roots; there was an extra- 
dural abscess containing perhaps a dram of pus, 
and the lateral sinus from elbow to knee was 
covered with thick granulations and both the 
middle fossa and posterior fossa were involved. 
There was no cerebellar abscess. The patient 
has been in the hospital eighteen days and is 
walking about. That was an atypical mastoid 
revealed by the x-ray after all other causes had 
been eliminated, everything except something in 
the eye. A blood examination showed 11,700 
leucocytes. Examination of the pus showed a 
mixed infection with staphylococcus aureus pre- 
dominating. This woman had had “flu” fourteen 
months before and had a baby twelve months old. 
She is getting well. That was atypical. It taught 
me a lesson which I present to you. 


Dr. W. W. Black, St. Louis, Mo—Did you ex- 
clude tuberculosis in that case? 

Dr. Stucky.—Yes, and the Wassermann was 
negative. She had been examined by a group of 
good men before I saw her and would not have 
been sent to me except for that little swelling 
in the eyelid which was due to involvement of 
the soft parts covering the posterior root of the 
zygoma. 

Dr. Taylor (closing).—In closing, I can not 
refrain from emphasizing the importance that 
the cases which are recorded as primary mas- 
toiditis should be worked out more thoroughly. 
The review of the literature of primary mastoid- 
itis shows little evidence of any investigation of 
the bacteriology of the blood and it would seem 
that this would explain why the subject of idio- 
pathic mastoid abscess has not been more closely 
— with infections through the blood 
stream. 


b 
r 


Vol. XIV No. 2 


Southern Medical Journal 


JOURNAL OF THE 
SOUTHERN MEDICAL ASSOCIATION 


Published monthly. Price $3.00 the year; 25 cents the 
single copy. 
Address Southern Medical Journal, Empire Building, 
Birmingham, Alabama 
Entered at the Birmingham, Ala., postoffice as second- 
class matter under Act of Congress, March 3, 1879 


Dr. SEALE HARRIS, Editor 

Dr. M, Y. DABNEY, Associate Editor 
Dr. J. R. GARBER, Associate Editor 
Cc. P. LORANZ, Business Manager 


Vol. XIV FEBRUARY 1921 No. 2 


EDITORIAL DEPARTMENT 


SOUTHERN MEDICAL ASSOCIATION 


Fifteenth Annual Meeting, Hot Springs, Arkansas 
November 14-17, 1921 


HUMAN WRECKS 

Some years ago a physician was re- 
quested to examine an active and very im- 
portant business man, a millionaire, who 
had applied for a policy of $500,000 in a 
large life insurance company. He de- 
clined to make the examination, prefer- 
ring to lose a fee rather than to examine 
a man in whom he saw evidences of early 
senility and for whom he could not recom- 
mend insurance. The insurance agent, 
whose commission on a policy of that size 
would have been a large sum, insisted that 
his client was in perfect health and that 
he should have the policy, so he requested 
the medical director from the “Home Of- 
fice” of his company to make the examina- 
tion. The medical director declined the 


risk and his judgment was verified, be- 


cause a few months later the millionaire 
developed paresis and after an illness of a 
year or two died. 


In discussing this case, the medical di- 
rector of this “old line” company said 
that the worst classes of risks with 
which his and other life insurance com- 
panies have to deal are the success- 
ful business and professional men, the 
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finest type of men in every community, 
who have large incomes and who apply 
for policies of from $50,000 up. He said 
that the age of expectancy of such men is 
low, that they stand perfect physical ex- 
aminations, and in a few years die of 


' some form of the degenerative diseases, 


i. e., of the heart, arteries, kidneys and 
brain. 


In his twenty-five years of practice the 
writer recalls a number of cases of men 
who consulted him for symptoms of indi- 
gestion, but on examination it would be 
found that they had a rise in blood pres- 
sure, with a trace of albumin and a few 
casts in their urine—early evidences of 
arterial degeneration. They gave no his- 
tory of any disease or infection that could 
account for the condition, but they admit- 
ted sedentary habits, business worries, 
overwork and long hours. Often, in ad- 
dition, they ate excessively, particularly 
of meats, smoked immoderately and only 
too frequently were guilty of over-indul- 
gence in alcohol. They were warned that 
they were traveling the pace that kills; 
some learned to live rational lives and were 
saved; others, however, corrected their un- 
hygienic habits for a few days or weeks, 
but they were “in the game” and could not 
see where they could quit or slow up until 
a stroke of apoplexy, angina pectoris, heart 
failure, Bright’s disease, mental break- 
downs, or other serious or fatal diseases 
developed, when nothing could be done for 
them. 


OVERWORKED WOMEN 


The mental and physical wrecks that 
we see every day are not confined to men. 
Every observant physician knows that the 
most overworked class of people with 
whom we have to deal are the mothers and 
home-makers, who are the first ones in 
their homes to begin work, and there they 
remain all day and until late at night, 
caring for their children, worrying over 
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servants—the deadly drudgery of house- 
keeping. Another class who break down 
early are the society women, church work- 
ers and others who live on excitement; and 
who in addition to their social obligations 
or philanthropic efforts have the responsi- 
bility of caring for home and children. 


Every physician who has had a large 
experience in dealing with chronic diseases 
has been saddened to see many useful men 
and women die in their prime of tubercu- 
losis, heart, kidney and arterial diseases. 
These human wrecks represent the best 
and the most useful members of their com- 
munities, they are well educated, some of 
them highly intellectual, i. e., successful 
business men, college professors, lawyers, 
statesmen and leaders in all lines of work; 
and the women are of the highest type of 
culture and loveliness; they are well read 
in a general way, yet they are woefully 
ignorant of the first principles of physio- 
logical living. 


THE CARE OF THE HUMAN ENGINE 


It is strange that men pay so little at- 
tention to the human engine, which must 
have the proper fuel to generate energy 
for its work and every part of which must 
be running smoothly, or it can not carry 
its load. The locomotive engineer inspects 
each essential part of his engine every day 
before it starts on its journey, and every 
few weeks or months it is given a thor- 
ough overhauling. This is done to prevent 
breakdowns on the road and to prolong the 
life of the engine. The man who owns a 
fine automobile sends it to the mechanic 
once a month for inspection and once or 
twice a year he sends it into the shop for 
general repairs. Yet the engine upon 
which depends his success in business, 
and even his life, goes without thought of 
preventing trouble, with a load that over- 
taxes its power from year to year, until 
finally it is wrecked and the load (business 
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and family affairs) which it hauls is 
thrown into the ditch. 

There is no doubt that many of the 
mental and physical wrecks that we see 
about us every day could be prevented if 
men looked after their bodies with the 
same care that an engineer looks after his 
engine. One must first learn the physio- 
logical functions of every part of the body, 
as the engineer has to serve an appren- 
ticeship to know the workings of every 
piece of machinery in his engine; and after 
a man learns his physical needs he must | 
make up his mind to give up a small part 
of his time each day to caring for this 
human engine which, when worn out, can 
not be replaced, and which has a greater 
money value than the iron and steel ma- 
chine that hauls a railroad train. 


HEALTHFUL LIVING AND 
EFFICIENCY 


Human efficiency consists in accomplish- 
ing the most from expended effort with 
the minimum waste of energy and with the 
least wear and tear of mind and body. It 
should be considered in terms of a life 
time and not for periods of days and 
months; and one should study himself and 
his environment with the view of learning 
the pace that he can go and be most ef- 
ficient throughout the years of his business 
or professional career. 

Human efficiency depends more upon 
health than everything else. The person 
who is suffering pain, or who has eye- 
strain, or who is weakened by disease, 
turns out work péor in quality and quan- 
tity. It also depends upon habits which 
in turn affect health. The man who sleeps 
not more than four or five hours at night 
can not be 100 per cent efficient the next 
day. 

THE CURVE OF EFFICIENCY 


A person can not expect his output of 
work to be the same day after day, and 
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year after year, because even when condi- 
tions seem the same a person’s ability to 
turn out work varies. Without any rea- 
son that can be accounted for on one day 
the normal person feels like working and 
he is at his maximum of efficiency; while 
under the same conditions, in a few hours, 
he finds himself unable to concentrate his 
attention on his work, and “everything 
goes wrong.” This rise and fall in ef- 
ficiency corresponds to, and is no doubt 
dependent upon, the “curve of health” that 
Dr. Oliver Wendell Holmes speaks of in 
“Over the Tea Cups.” By properly regu- 
lating one’s daily life one can, to a certain 
extent, control this ‘“‘curve of health” and 
efficiency, though one can not be the com- 
plete “master of his fate.” It is important 
to watch this curve, particularly to take 
heed of the “descending movement” which, 
if it goes too low or occurs too often, indi- 
cates that something is wrong with the 
“dynamo”—it needs rest or overhauling. 


In the journey through life one should 
conserve his vitalities and not go at “full 
speed” all the time, because then he has 
not the reserve to draw upon for the emer- 
gencies that come in the career of every 
one when for a time every nerve must be 
strained to overcome seemingly insur- 
mountable difficulties. After such strains 
one should rest to recuperate his vital 
forces. 


THE EFFECTS OF FOOD AND ENVIRONMENT 


Efficiency depends upon food. The hu- 
man engine needs the proper fuel to carry 
on its functions; and the man or woman 
who eats too little has not the normal 
physical strength and endurance, while the 
one who gormandizes is sluggish in both 
mental and physical activity. Efficiency 
also depends upon eliminating the waste 
materials from the body. The man or 
woman who is constipated absorbs toxins 
from the intestinal tract that poison the 
brain cells, thus depressing or perverting 
mental processes. 
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Efficiency also is influenced by environ: 
ment. If the room in which a person works 
is badly ventilated, the mind is dulled and 
keen mental activity is essential for good 
work; if he is too hot, or too cold, his en- 
ergies are dissipated; if his place of busi- 
ness is in a dark and gloomy building, or 
if his surroundings are unhygienic in any 
way, mental activities are diminished; if 
his associates are not congenial, or if he 
has not the co-operation of those above or 
below him in his business, he loses morale. 


The mental attitude has much to do with 
efficiency. The man whose mind is free 
from cares can work with better effect than 
one who frets and worries over every little 
thing that goes wrong. The person who 
is overcome with grief, or who gives way 
to anger, or who is envious or jealous of 
others around him, either turns out low- 
grade work or does nothing at all. 


EFFICIENCY IS APPLIED PHYSIOLOGY 


Everything else being equal, the person 
who has the best and the most practical 
working knowledge of physiology and psy- 
chology, the hygiene of living, will be most 
efficient. It therefore behooves the ear- 
nest worker and the wise man, whether he 
be the laborer in the factory, or the man 
who owns the plant, or whether he be a 
farmer, a minister, or a lawyer, to get all 
the information that he can regarding per- 
sonal hygiene, either from his physician or 
from any of the number of excellent books 
on the subject; and the physician should 
be prepared to teach personal hygiene to 
his healthy patrons who desire to keep 
well and to his convalescent patients. One 
of the best books that has been published 
for lay reading is ‘“How to Live,” by Pro- 
fessor Irving Fisher and Dr. Eugene Ly- 
man Fisk, of the Life Extension Institute, 
a philanthropic organization in New York 
City. Another is Pyle’s “Personal Hy- 
giene,” published by W. B. Saunders Com- 
pany. There are many other good books 
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that relate to physiological living that any 
person can study to advantage. 

After learning all the physiology that he 
can, then with the aid of a skillful physi- 
cian, he should study himself to see if he 
has any faulty mental or physical habits 
that may in time interfere with health and 
efficiency ; and he should, with equal care, 
examine his environment to determine if 
his surroundings can not be improved 
upon in a way that will facilitate his work. 
It is as much the duty of a man to keep 
himself fit and efficient as it is to see that 
his cash balances every day, or that the 
machinery of his business is properly ad- 
justed and capable of its maximum output. 


STARVING VIENNA 


Before the Germans forced Austria into 
war against France and the rest of the civ- 
ilized world, Vienna was a great medical 
centre for American physicians, who de- 
sired to add to their home training a 
course in some of the European clinics. 
Thousands of American physicians have 
studied under the many celebrated men 
connected with the University of Vienna. 
While there they entered into the gay life 
of the Vienese and they have pleasant 
recollections not only of the Allgemeines 
Krankenhaus, but of the prater, the opera, 
and of the music and the joy that seemed 
unconfined in the beautiful capital of the 
great Austrian-Hungarian Empire. When 
American physicians left “old Vienna” it 
was with the sadness of an “auf weider 
sehen” rather than farewell, because every 
one expected some day to return to the 
delights of the gayest city in Europe, ex- 
cepting only Paris. 


War has changed things. The mighty 
Austro-Hungarian Empire is no more and 
Vienna, its capital, no longer resounds 
with music and gay laughter; but squalor 
and starvation seem to be the lot of those 
who formerly lived in luxury. Vienna, 
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formerly a city of 2,000,000 and the me- 
tropolis of the great kingdom of Austro- 
Hungary, is now reduced to poverty and 
is the capital of a starving nation with- 
out standing in the world. Hundreds of 
thousands are without employment and 
there seems but little hope for the future. 
The pitiable condition of the Vienese is 
depicted in a letter from Prof. Adolf Lo- 
renz, the great orthopedic surgeon, who, in 
an appeal for American aid to his helpless 
people, says: 


“Our ge seems to become more and more 
distressing. We must po it again and again 
that the crippled state of new Austria can’t live 
by itself alone, having been deprived of all its 
former resources—not being able to produce more 
than the fourth part of food wanted by its six 
millions of inhabitants and having neither coal 
nor the necessary raw materials to work into 
industrial articles, to buy food with, Austrian 
money having become nearly worthless. 

“If this hopeless condition of new Austria is 
not grasped to its full extent by the outer world 
very soon, the twentieth century of progress and 
civilization will witness the spectacle—unheard of 
in the history of mankind—of a people doomed 
to die of hunger, although they are intelligent, 
skillful and willing to work.” 


Prof. Lorenz did not say anything of the 
condition of the really great men at whose 
feet many Americans have sat in learning 
scientific medicine and surgery, but from , 
information obtained from other sources 
their condition is pitiable. It is said that 
many Austrian physicians, in the gloom of 
defeat and in the despondency that goes 
with undernourishment, seeing no future 
for their country, have taken their own 
lives. Among them was Dr. Adolf Schmidt, 
who had moved from Dresden to Vienna 
a few years prior to the war. The fate 
of others is not known. No doubt many 
of them are living, but the prestige of 
Vienna as a medical center has gone and 
American physicians may never again go 
to Germany or Austria for the knowledge 
and the inspiration that were partly re- 
sponsible for the development of scientific 
medicine in the United States. 

Physicians are not among the wealthy 
classes who can contribute large sums to 
charities of any kind; but no doubt some 
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of them, particularly those who have 
studied abroad, will want to lend a helping 
hand to the people among whom they lived 
for a time and who in the days that have 
passed made life so delightful in old Vi- 
enna. Those who desire to make contribu- 
tions may send their checks direct to the 
American Relief Committee for Sufferers 
in Austria, 261 Madison Avenue, New 
York, with the assurance that it will reach 
those who need it most. 


NATION-WIDE HEALTH WEEK 


Last year rumor had it that the Anti- 
Tuberculous Association, with its wonder- 
fully organized machinery for publicity, 
was to launch a campaign for the observa- 
tion of a so-called “Health Week,” during 
which time every man, woman and child 
in the United States would be urged to 
undergo a physical examination. Thus, 
every one was to pause and “take stock,” 
so to speak, of his own store of health, 
learn where his stock was run down or 
entirely exhausted, and be advised of the 
best way again to approach the normal. 
For some reason the plan was not executed. 

The vast amount of good that would have 
resulted had this almost impossible under- 
taking been accomplished, is beyond esti- 
mation. Most persons treat their auto- 
mobiles with far greater consideration 
than themselves, for when the car devel- 
ops a little knock, a squeak, or rattle, it is 
quickly taken to a mechanic, for the prin- 
ciple of prophylaxis in mechanics is well 
understood. However, when the human 
machinery begins to show signs of de- 
rangement, it is often run on to the point 
of breakdown, when certain worn-out 
parts, which can not be replaced, must be 
removed or at best only patched up. Us- 
ing the same figure still further, the auto- 
mobile owner is very apt to take his car 
to the shop periodically for overhauling 
and inspection regardless of whether or 
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In other 
words, the inevitable results of wear and 
tear are anticipated in an effort to detect 


not there is manifest trouble. 


any serious change in its beginning. 
Rarely is this so with the human ma- 
chinery. 

Analyzing the plan, one finds that it 
would be a physical impossibility for most 
physicians to take a history and make a 
complete physical examination of all their 
clientele in one week’s time, as well as 
attend to the regular number of ill who 
normally apply for services. While such 
a scheme would be impractical, it might 
be substituted by a “booking week,” as it 
were, when all persons could be assigned 
appointments for future dates. 

One could hardly conceive of a more 
progressive or more forward step in pre- 
ventive medicine. Let us hope that either 
the Anti-Tuberculosis Association, the Red 
Cross or some other beneficent society will 
back this very worthy movement. Obvi- 
ously, the physicians can not be the prime 
movers in its furtherance, because selfish 
motives would be certain to be ascribed to 
the profession and the opposition might 
even effect the abandonment of the plan. 
Diplomacy would demand that the move- 
ment be initiated by the laymen them- 
selves through the medium of one of the 
great benevolent organizations mentioned 
above. The idea is entirely too good to be 
abandoned without a fair test. 


THE HYDRA-HEADED MONSTER OF 
MODERN MEDICINE 


Laws have been passed making fee-split- 
ting a crime punishable by revoking the 
licenses of guilty surgeons and physicians, 
or by imprisonment; physicians and sur- 
geons have denounced as deep-dyed vil- 
lains those engaged in the nefarious prac- 
tice of trafficking in human lives; medical 
societies and surgical organizations have 
waged war against this cancer that is eat- 
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ing into the vitals of the medical profes- 
sion; and still the fee-splitters and their 
dupes whom they tip as they do boot blacks 
and other lowly hirelings are said to wax 
fat in the land. What is to be done to 
destroy this monster that makes cringing 
criminals out of men in the noblest of pro- 
fessions is a question that has perplexed 
the right-thinking men in medicine for the 
past two decades. 


The most illuminating discussion that 
the writer has heard on the subject was 
at the recent meeting of the East Tennes- 
see Medical Association following a paper 
on “Fee-splitting” by Dr. S. H. Hodge, of 
Knoxville, Tenn. In this paper, which 
was published in the December number of 
the SOUTHERN MEDICAL JOURNAL, Dr. 
Hodge, in no uncertain language, de- 
nounced the fee-splitter, and frankly said 
that there was no denying the fact that in 
east Tennessee the practice of dividing fees 
still flourishes. His paper was read about 
8:30 at the evening session and the dis- 
cussion, which was participated in by fif- 
teen or twenty physicians and surgeons, 
lasted until midnight. Many suggestions 
were made as to means of stopping the 
traffic in patients and there were differ- 
ences of opinion as to whether the sur- 
geon or the physician is most responsible, 
but the fact that every speaker condemned 
the practice makes it certain that no self- 
respecting physician or surgeon in East 
Tennessee is guilty of dividing a fee with 
a physician without the full knowledge and 
consent of the patient. 


The fact that there was not one physi- 
cian who would defend the practice shows 
that though fee-splitting is still practiced 
it is considered less respectable than for- 
merly because it has not been many years 
since physicians and surgeons, on the 
floors of medical meetings, defended the 
division of fees between the operating sur- 
geon and the physician who referred him 
the case. Less than a decade ago there 
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were several medical journals of wide cir- 
culation who defended the practice, but to- 
day there is no physician or surgeon so 
careless of his reputation as to say any- 
where, except to his partner in crime, that 
there is any excuse whatever for the man 
who refers a patient to another physician 
to receive more for his service than he is 
willing to charge -his patient. All will 
agree that the general practitioner does 
not charge enough for his services when 
he is compelled to go with a patient to a 
surgeon, but no honest man can condone 
his getting a fee from the surgeon who 
buys patients. 


It was suggested by one of the speakers 
that the discussion on fee-splitting was 
largely wasted because the guilty ones are 
ashamed to associate with honest physi- 
cians, and therefore do not attend medical 
meetings. Another speaker said that 
there are still physicians, particularly 
in the rural districts, who have not 
realized the criminality of the graft that 
they were receiving from designing sur- 
geons who try to make it appear that they 
are looking after the interest of their 
friends who refer them patients. Follow- 
ing this, the suggestion was made that a 
copy of Dr. Hodge’s paper with a report 
of the discussion be sent to every physi- 
cian in Tennessee, whether he be a mem- 
ber of a medical society or not. The latter 
suggestion seems to be one that could help 
to stop the practice, though for a long time 
to come there will probably be men in the 
practice of medicine and surgery who 
would sell their souls for dollars. 


It is probable that there is no more fee- 
splitting in east Tennessee than in other 
parts of the country, and the subject should 
continue to be a live subject at meetings 
of other medical societies. If every state 
medical association in the United States 
would have prepared and published a series 
of articles on fee-splitting and would send 
copies to every physician in their respective 
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states, whether they are members of med- 
ical societies or not, it would open the eyes 
of many to the evils of the practice. Such 
a campaign of education among medical 
men probably would not stop the practice 
entirely because there are some who have 
no conscience and whose greed can not be 
satisfied in legitimate practice; but it 
would surely help to decrease the crime 
of fee-splitting and would prove that or- 
ganized medicine will not tolerate ques- 
tionable methods of practice by members 
of the medical profession. 


OPERATOR vs. SURGEON 


Clever operators, who achieve great dex- 
terity and rapidity in their technic, are 
looked upon by the public as great sur- 
geons, while in many instances great sur- 
geons are regarded by the medical profes- 
sion as most ordinary operators. For in- 
stance, one of America’s genuinely great 
surgeons is a man possessing a profound 
knowledge of surgical principles, a keen 
diagnostic acumen, a broad knowledge of 
pathology, an originality in operative pro- 
cedures, and yet he is so slow in executing 
his almost perfect technic that his wag- 
gish assistant remarked that his “Chief” 
was contemplating turning away all cases 
of malignancy because he could not keep 
up with the metastases. 


It is true, however, that many of the 
really great men in surgery are clever op- 
erators, and it is highly desirable to com- 
bine speed and skill with perfect technic; 
but manual dexterity is only one of the 
desirable attributes of the surgeon. 


It is the operator’s ambition to operate 
upon as many patients as possible just as 
the lawyer with overweening ambition 
wishes to try as many cases as possible. 
The surgeon’s ambition is to diagnose and 
treat surgical conditions scientifically just 
as it is the good lawyer’s desire to have 
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all parties reach a satisfactory settlement 
without recourse to the courts. 

The operator sees in every patient a 
prospective operative condition. If in 
doubt, he does a curettage, repairs a 
slightly lacerated cervix, removes a harm- 
less appendix, suspends an innocent kid- 
ney, resects an ovary for corpus luteum, 
or if he be a so-called “bold operator,” he 
may even have the temerity to do a gas- 
tropexy or excise a colon for vague symp- 
toms. On the contrary, the surgeon places 
due emphasis upon the importance of a 
general physical examination followed by 
a particular investigation of the region to- 
ward which symptoms are directed, as 
well as a routine urinalysis, supplemented 
by any special laboratory tests that seem 
indicated. He inspects as carefully as pos- 
sible the teeth and tonsils of every case 
and the Wassermann reaction is resorted 
to almost as routinely as is urinalyis. 

The commonest cause of failure in diag- 
nosis is a careless neglect of a routine 
general physical examination. The first 
differentiation, then, between operator 
and surgeon is the matter of painstaking 
diagnosis. The operator may light-heart- 
edly clip off a negative tube with utter 
abandon, or rush in for a normal appendix 
solely on the subjective symptom of pain 
somewhere in the abdomen. Subsequently, 
the surgeon in overhauling the thenceforth- 
branded “neuro,” not infrequently discov- 
ers a kidney stone, a ureteral stricture, a 
pyelitis, or perhaps a gastric or duodenal 
ulcer. 

Next in importance is that indefinable 
je ne sais quoi termed surgical judgment 
which is necessarily coupled with a surgical 
conscience, namely, an unwillingness on 
the part of the surgeon to take operative 
risks when his judgment tells him it jeop- 
ardizes the patient’s best interests, but ut- 
ter fearlessness of that bug-bear, “mortal- 
ity statistics,’ when delay means certain 
death and operation offers even a ray of 
hope of recovery. 
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Again, the surgeon feels a truly scien- 
tific interest in the pathologic diagnosis of 
the tissues he is forced to remove, whereas 
the mere operator finds the sponge bucket 
a shorter cut and a more efficient means 
of covering over errors of judgment and 
mistakes in diagnosis. 

Finally, mention should be made of the 
almost obvious fact that fee-splitters are 
never recruited from the class described 
here as surgeons, whereas those despicable 
degenerates who have done so much of 
late years to discredit the art and science 
of surgery are to a man mere operators. 


Book Reviews 


Treatment of Wounds of Lung and Pleura. Based on 
a Study of the Mechanics and Physiology of the 
Thorax. Artificial Pneumothorax—Thoracentesis— 
Treatment of Empyema. By Professor Eugenio Mo- 
relli, Assistant in the Medical Clinic of the Royal 
University of Pavia, Maggiore Medico, Field Hospital 
No. 79. Translated from the Italian by Lincoln 
Davis, Formerly Lieutenant-Colonel, M. U. 


Army, and Frederick C. Irving, Formerly Major, M. 


c., U. S. Army. 214 pages. Boston: W. M. on- 

ard, 1920. 

Intellectual interchange with foreign nations is mu- 
tually beneficial, The translators consider Morelli’s 
treatment of wounds of this kind novel, simple and 
painless. They have observed many times its splendid 
results. The method described ‘‘prevents and controls 
hemorrhage, facilitates the closure and healing of the 
ulmonary wound, and obviates crippling adhesions.’’ 

in opposition to the school of radical surgeons, and 
indeed to most of the profession, he insists that a 
missile in the tissue of the lungs will cause no trouble 
if the proper pneumothorax therapy is carried out. He 
has thought out and successfully applied a fifth form 
of therapeutic pneumothorax—‘‘a method with special 
indications and special technic adapted to the treat- 
ment of war wounds of the lung and their pleural com- 
plications and sequelae.”’ 

Laboratory Manual of Pharmacology, Including Materia 
Medica, Pharmacopaedics and Pharmacodynamics. 
By A. D. Bush, B.Se., M.D., Professor of Pharma- 
cology, University of North Dakota. 250 pages, illus- 
trated with full-page plates, many in colors. Phila- 
delphia: F. A, Davis Co.; London: Stanley Phillips, 


1919. 

This is primarily for the student who intends to 
practice general medicine, to develop in him powers 
of systematic and careful observation, and to develop 
further interest in the subject. It contains four parts: 
Materia Medica, Pharmacopedics, Pharmacodynamics, 
and Pharmacology. He attempts to make interesting 
to students the subject of materia medica, which is 
usually a bugbear. The book contains blank pages in 
which the student is to fill in his observations. These 
are convenient and should save him much time. It is 
an excellent compilation. boiled down into the least 
possible number of words and dealing only with the 
most common and accepted drugs. 


Common Diseases of the Skin, with Notes on Diag- 
nosis and Treatment. By J. Gordon Campbell. New 
York: The Macmillan Co., 1920. 

The treatments outlined are admirable. The poly- 
pharmacy so noticeable in most texts on the skin is 
not to be found. It is unfortunate that the author’s 
striving for brevity prevents his giving in more detail 
what treatment he does suggest. For example, under 


February 1921 


the treatment of eczema, Ihle’s paste is recommended, 
with the suggestion that salicylic acid may be added. 
No hint of the strength to be used is given. In other 
places “mild antiseptic ointments’ are suggested for 
some phases of treatment. In a work as elemental as 
this it would seem well to be specific. This brevity 
amounts to a fault in some instances. (See pruritus.) 
Without hair-splitting, certain scientific inaccura- 
cies can be pointed out, e. g., page 37, in the descrip- 
tion of the treatment of ivy poisoning, the statement ig 
made that alechol should be used to neutralize the 
poisonous juice. On page 157 purpura is described as 
a hemorrhagic disease of the skin. On page 68: 
“Erythema multiforme is the eruption produced, etc.” 
This last is no doubt the result of careless writing. 
Erythema multiforme is not infrequently produced by 
the procedures mentioned, but so are urticaria and 
eczema lighted up by some of them; and the dermatitis 
exfoliativa following arsphenamine would be classified 
by no one as erythema multiforme. For another ex- 
ample of this ‘‘careless writing,’’ see page 73: ‘Treat- 
ment is confined to, etc.’’ Immediately below, ‘‘salines, 
etc.,’”” are recommended. With reference to the state- 
ment about erythema multiforme, see page 25. Derma- 
titis Medicamentosa Erup. following typhoid vaccine. 
From a literary standpoint nothing kind may be said 
of the work. Careless inaccuracies abound, such as: 
“Lupus vulgaris, and an ulcerating tertiary syphilide 
are the only diseases likely to be confused, ete.” (p. 
118.) Positive grammatical errors are almost as fre- 
quent, e. g., ‘* . . . Warm baths with plenty of soap 
gets rid of them” (p. 105). 


The Systematic Treatment of Gonorrhea in the Male. 
By Norman Lumb, O.B.E., Late R.A.M.C. Special- 
ist in Venereal Diseases, and Officer-in-Charge of 
Divisions 39 and 51, General Hospital, B.E.F.; Clini- 
cal Assistant, St. Peter’s Hospital for Stone. Second 
edition. 123 pages. Philadelphia and New York: 
Lea & Febiger, 1920. 

The wave of sentiment in favor of the eradication of 
venereal disease has stimulated the writing of books 
on this subject that present the most salient points 
without too much detail. 

The little volume by Dr. Lumb covers the subject 
matter admirably without the more detailed and pleas- 
ing style of the larger books. 

It can be recommended to the medical profession as 
a guide to treatment. 


X-Ray Observations for Foreign Bodies and Their Lo- 
calization. By Capt. Harold C. Gage, A.R.C.O.1.P., 
American Red Cross Hospital, Paris. 87 pages, illus- 
trated. St. Louis: C. V. Mosby Co., 1920. Price $1.75, 
This monograph is by the recognized expert in locali- 

zation. His methods are employed generally. Those 

who wish to learn his technique should have this work 
to guide them. 


Southern Medical News 


ALABAMA 


At the meeting of the Calhoun County Medical Society, 
held January 1 at Anniston, the following officers were 
elected: Dr. C. Hal Cleveland, President; Dr. A. L. Nourse, 
Vice-President; Dr. Wade H. Brannon, Secretary; Dr. E. C. 
Anderson, Treasurer. 

The Madison County Medical Society held its meeting in 
Huntsville December 7 and elected the following officers: 
Dr. Edgar Rand, President; Dr. W. J. Jordan, Vice-Presi- 
pov Dr. I. W. Howard, Censor; Dr. M. M. Duncan, Sec- 
retary. 

Dr. Burr Ferguson, Birmingham, has left for Holland to 
serve as Medical Inspector of Immigration at Rotterdam, 
under the direction of the U. S. Public Health Service. 

The Huntsville Rotary Club will donate a fund of $500, 
which was being held for a proposed memorial hospital, to 
the Huntsville Hospital. 

Drs. Walter A. Weed and Joseph A. Meadows, Birming- 
ham, announce that they have, by mutual agreement, dis- 
solved partnership. Dr. Weed will have offices in_ the 
Woodward Building and Dr. Meadows in the Empire Build- 


ing. 

The old medical school building, Mobile, has been offered 
to the Mobile County Board of School Commissioners by 
the University of Alabama to be used for educational pur- 
poses. 
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At a meeting of the Mobile County Medical Society held 
in Mobile December 4, the following officers were elected: 
Dr. William H. Oates, President; Dr. Edward S. Sledge, 
Dr. W. Scales, Secretary (re-elected) ; 
Dr. E. W. Cawthon, Treasurer (re-elected). 

hag Marcus Skinner, I. C. Skinner, B. B. Rogan and J. 
H. Martin, Selma, announce that they have purchased the 
hospital owned and operated by the late Dr. Goldsby King, 
and will conduct it under the name of the Goldsby King 
Memorial Hospital. 

Dr. Frederick W. Dershimer, Montgomery, has resigned 
as City and County Health Officer and has been succeeded by 
Dr. Edward Helwig, Indianapolis. 

At the annual meeting of the Birmingham Pathological 
Society, held in December, Dr. J. R. Bean, Director of the 
Bureau of Laboratories of the County Board of Health, was 
elected President; Dr. Cabot Lull, Vice-President; Dr. R. 
G. Martin, Secretary and Treasurer. The Board of Gov- 
ernors is as follows: Miss Blanche Frazier, Miss Eleanor 
Hall and Miss Ruth Heaton. 

Dr. Mack C. Hawkins, Greenville, has resigned as Medical 
Inspector of state prisons and convict camps. Dr. Glenn 
Andrews, Montgomery, State Prison Inspector, will have 
full charge of all prisons and prison camps, and will be 
assisted by Dr. C. H. Smith, Camp Physician at Flat Top 
prison. 

The following officers have been elected for the Jefferson 
County Medical Society: Dr. Frank A. Lupton, President; 
Dr. Groesbeck Walsh, Vice-President; Dr. J. Ross Snyder 
and Dr. M. Dabney, Board of Censors. 

The Dallas County Tuberculosis Association has been or- 
ganized at Selma. Special legislation to form a county 
health unit with a full-time county health officer will be 
asked for. 

Dr. Wyatt Sanford Roberts, Birmingham, and Miss Mary 
gg aia of Indianapolis, were married on Decem- 

r 29. 


Deaths 


Dr. Helen Josephine LeMaistre, Tuscaloosa, aged 38, died 
December 11. 

Dr. Abijah Benjamin Bennett, Opelika, aged 64, died No- 
vember 12. 
MF aie Porter Merrill, Dozier, aged 46, died Novem- 

r 28. 


ARKANSAS 


At the recent annual meeting of the Garland County Med- 
ical Society, Hot Springs, the following officers were elected: 
Dr. W. H. Deaderick, President; Dr. G. M. Eckel, Vice- 
es: Dr. O. H. King, Secretary-Treasurer (re-elected) ; 

. Weil, Censor; Drs. G. E. Tarkington, C. E. Gar- 
a, J. M. Proctor, Delegates to State Meeting. 

Dr. J. T. Clegg, Siloam Springs, has resigned as a member 
of the State Board of Health and Dr. Leonidas Kirby, Har- 
rison, has succeeded him. 

Officers for the Drew County Medical Society have been 
elected as follows: Dr. E. Cotham, President; Dr. A. S. 
J. Collins, Vice-President; Dr. F. L. Duckworth, Secretary- 
Treasurer. 

New officers for the Craighead County Medical Society 
are as follows: Dr. W. W. Jackson, Jonesboro, President; 
Dr. Floyd Clardy, Jonesboro, Vice-President; Dr. Thad Coth- 
ern, Jonesboro, Secretary; Dr. H. A. Stroud, Jonesboro, 
Treasurer. 

The Lawrence County Medical Society met December 3 in 
Walnut Ridge and elected the following officers: Dr. J. C. 
Land, President; Dr. J. C. Hughes, Vice-President; Dr. H. 
R. McCarroll, Secretary and Treasurer. 

The Pulaski County Medical Society, Little Rock, held a 
meeting in D b and el the following ‘officers : 
Dr. Robert Caldwell, President; Dr. J. B. Dooley, Vice- 
President; Dr. D. A. Rhinehart, Secretary; Dr. William R. 
Bathurst, Treasurer. 

The First Councilor District Medical Society met in No- 
vember and the following officers were elected: Dr. W. 
Haltum, Jonesboro, President; Dr. J. C. Swindle, Walnut 
Ridge, Vice-President; Dr. Thad Cothern, Jonesboro, Secre- 
tary and Treasurer. 

The Hempstead County Medical Society met at Hope De- 
cember 17th and elected the following officers: Dr. G. E. 
Cannon, President; Dr. W. D. Farrow, Vice-President; Dr. 
W. G. Allison, Secretary 

The Franklin aaa “Medical Society met December 14 
and elected the following officers: Dr. S. P. Gammill, Branch, 
President; Dr. J. M. Powell, Coal Hill, Vice-President ; Dr. 

omas Douglass, Secretary-Treasurer. 

The home of Dr. F. E. Harrison, Fordyce, was destroyed 
by fire a. nothing was saved. 

Dr. J. William Powell, Russellville, has moved to De- 
troit, Mick h. 

Dr. Paul E. Johnson, Helena, has been assigned to the 
oe staff of the Public Health Service Hospital at Hous- 

m, Lex, 
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Dr. William C. Vandiver, Mena, and Miss Iva Conseer, 
Lequire, Okla., married December 3. 


Deaths 
Dr. eo William Sillin, Stuttgart, aged 63, died De- 
1 


cember 
Dr. C. C. Brown, Chickalah, aged 74, died December 1. 


DISTRICT OF COLUMBIA 

New headquarters for the Medical Society of the District 
of Columbia were formally opened January 12, when its 
members gave a reception to its President and other officers. 
The new home is located at 1718 M Street, N. W. 

Recently a fire at the Walter Reed General Hospital de- 
stroyed two psychopathic wards, which caused the death of 
one shell-shocked soldier and injury to several others. The 
loss entailed approximately $25,000. 

Two traveling laboratory cars of the U. S. Public Health 
Service have been assigned to the U. S. Bureau of Mines 
for aid in mine rescue work. The laboratory car “Hamilton” 
will be stationed at Terre Haute, Ind., and the “Wyman” 
will be used for field work. 

Dr. Howard Hume and Dr. Henry F. Sawtell, Washington, 
have resigned as members of the Board of Fire and Police 
Surgeons and have been succeeded by Dr. Daniel L. Borden 
and Dr. Christopher J. Murphy. 

Deaths 

Dr. Richard A. Pyles, Washington, aged 58, died December 
5 from heart disease. 

Dr. Robert Wade Brown, Washington, aged 58, died No- 
vember 27. 

Dr. Edwin Lee Morgan, Washington, aged 65, died No- 
vember 23. 
we F. M. Sowers, Washington, aged 46, died Decem- 

r 19. 

Dr. John Beale Gardner, Washington, aged 90, died No- 
vember 18 from pneumonia. 


FLORIDA 


At the regular meeting of the Hillsborough County Medical 
Society, at Tampa, ae in December, the following offiicers 
were elected: Dr. C. Vinson, President; Dr. Leland F. 
Carlton, Vics Dr: C. BR. Marney, Secretary; Dr. 
L. B. Mitchell, Censor. 

Dr. Fritz A. Brink, Pensacola, has been elected President 
of the Escambia County Anti-Tuberculosis Association, and 
Dr. J. S. Turberville, Century, Vice-President. 

If the citizens in Lee County will raise a sum of $5,000 
for the erection of a hospital, Mr. and Mrs. Med R. Kellum 
will donate $5,000 in cash and property valued at $12,000 on 
McGregor Boulevard, near Fort Myers. The offer must be 
accepted before January 1, 1922, and the hospital completed 
within five years. 

The laboratory of the State Board of Health at West 
o—— is under construction. The total cost will be 

Dr. Harold H. Fox, Miami, announces the location of his 
offices at 208 Republic Building. 

A free hookworm clinic will be opened in the McCaskill 
Building, Milton, according to an announcement of the 
State Board of Health. 

The new Public Health Hospital at Lake City was for- 
mally opened December 6 with Dr. Almon P. Goff, medical 
officer in charge. 


Deaths 


Dr. B. Catffee, Tampa, died recently from injuries received 
in an aut 


GEORGIA 

The Decatur-Seminole County Medical Society met in Bain- 
bridge December 29 and elected the following officers: Dr. 
Gordon Chason, Bainbridge, President; Dr. J. I. Spooner, 
Donaldsonville, Vice-President; Dr. P. M. Lewis, Bainbridge, 
Secretary-Treasurer. 

At the twentieth semi-annual meeting of the Eleventh 
District Medical Society, held at Waycross November 9, the 
following officers were elected: Dr. A. S. M. Coleman, 
Douglas, President; Dr. S. L. Vinson, Nicholls, Vice-Presi- 
dent; Dr. J. W. Simmons, Brunswick, Secretary-Treasurer. 

The Association of Seaboard Air Line Railway Surgeons, 
at their annual meeting in Savannah in December, elected 
the following officers: Dr. C. Dozier, Ocala, Fla., Presi- 
dent; Dr. J. W. Palmer, Ailey, Secretary-Treasurer (re- 
e lected). Birmingham, Ala., was selected for the 1921 meeting 
lace. 

” The Carroll County Memorial Hospital, Carrollton, has 
been opened. The Hospital is ly d and has 
a capacity of twenty-four beds. The advisory | board con- 
sists of the following physicians: Dr. H. H. Askew, Dr. 
H. L. Barker, Dr. H. J. Goodwin, Dr. T. W. Reeves, Dr. 
Cc. C. Fitts. 
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A committee composed of Drs. J. C. Watts and W. J. 
Shaw, Rome, and Dr. Howard Felton, Cartersville, has 
been appointed by the Seventh District Medical Society to 
secure funds for a memorial to Dr. Robert Battey. 

A recent gift of $20,000 from Grantham Taggart, Savan- 
nah, assures the early erection of a tuberculosis hospital in 
Savannah on the twenty acre site owned by the Chatham- 
Savannah Tuberculosis and Benevolent Association. Two 
huts, costing about $4,000, will be erected by Mr. Taggart 
and will be dedicated to his children. 

The Tuttle-Newton Orphanage at Augusta has been pur- 
chased by the State Board of Health to be used as a school 
for feeble-minded. 

Dr. T. D. Coleman announces that he has assumed control 
and management of the Bad-Nauheim baths, formerly con- 
ducted at Summerville by the late Dr. James H. Honan. | 

Sixty-five rooms are being added to the Piedmont Sani- 
tarium, Atlanta, to meet increased demands on the institu- 
tion. 

Hall County has adopted the Ellis health law and Dr. B. 
D. Blackwelder has been elected Commissioner of Health 
for that County. 

Seminole County has employed a full-time visiting nurse. 

Drs. William C. Pumpelly and George Y. Massenberg, Ma- 
con, have under construction a clinic building and sanato- 
rium which will have rooms for twenty-six patients.  _ 

Dr. Joseph Campbell Bennet, Brunswick, and Miss Virginia 
Hansbrough Iden, Manassas, Va., were married November 24. 

Dr. James Calhoun McDougall and Miss Josephine Stoney, 
both of Atlanta, married December 29. 

Deaths 

Dr. John L. Farmer, Savannah, aged 56, died early in 
December. 

Dr. Vincent D. Lockhart, Maysville, aged 71, died at the 
Hardman Sanatorium, Commerce, November 14 from carci- 
noma. 

De. L. aged 60, died No- 
vember 6. 

Dr. Charles H. Raley, Wrens, aged 67, was killed by a 
passenger train while crossing the track November 30. 


P. Harrington, Waynesboro, 


KENTUCKY 


The State Board of Charities and Corrections has ap- 
pointed a consultant staff of specialists to visit the state in- 
stitutions when their services are needed. The staff is as 
follows: Dr. Irvin Abel, surgery; Dr. Sidney Meyers, medi- 
cine; Dr. S. S. Watkins, eye; Dr. John Moran, neurology ; 
Dr. Stuart Graves, laboratory; Dr. Arthur McCormack, pre- 
ventive medicine; Dr. George H. Day, urology and syphilis. 

Dr. John H. Blackburn, Bowling Green, will convert his 
two-story brick residence at 1119 State Street into a_hos- 


pital. Only surgical cases will be treated and graduate 
nurses employed. The hospital will accommodate twelve 
patients. 


Dr. Hiram Eggers, Louisville, has been appointed’ Assistant 
City Health Officer. 

At the annual meeting of the Jefferson County Medical 
Society, Louisville, held in December, the following officers 
were elected: Dr. J. K. Freeman, President; Dr. E. T. 
Grasser, First Vice-President; Dr. Robert Pirtle, Second 
Vice-President; Dr. John H. Richardson, Treasurer; Dr. C. 
G. Arnold, Secretary. 

New officers for the Hardin County Medical Society are 
as follows: Dr. J. C. Mobley, President; Dr. S. L. Stull, 
Vice-President; Dr. D. E. McClure, Secretary-Treasurer. 

At the recent meeting of the Kappa Psi Medical Frater- 
nity, Louisville, the following officers were elected: Dr. 
James D. Reeder, Baltimore, Regent; Dr. Victor J. Ander- 
son, Chicago, Vice-Regent; Dr. Watson W. Eldridge, New 
York, Secretary-Treasurer. 

It is understood that in the near future the Mason Memo- 
rial Hospital at Murray will be opened. The hospital will 
have accommodations for 150 patients. 

At the meeting of the Todd County Medical Society, held 
in Elkton December 1, the following officers were elected: 
Dr. R. L. Boyd, Allensville, President; Dr. B. E. Boone, 
Elkton, Vice-President; Dr. W. E. Bartlett, Elkton, Secre- 
tary-Treasurer. 

Deaths 


Dr. S. LaRue Helm, Lexington, aged 66, died at a hospital 
in Baltimore December 9, following an operation. 

Dr. Forrest L. Lightfoot, Cloverport, aged 44, died De- 
cember 6 from heart disease. 

Dr. John Franklin Adams, Shelbyville, aged 62, died Jan- 
uary 1 after an illness of several weeks. 

Dr. R. N. Dawson, Bowling Green, aged 76, died recently 
of apolexy. 

LOUISIANA 


Dr. Warren P. Morrill has been appointed Superintendent 
of the Charity Hospital at Shreveport. He was formerly 


Superintendent of the University Hospital, Augusta, Ga 
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At a recent meeting of the Orleans Parish Medical So- 
ciety, New Orleans, the following officers were elected: Dr. 
Stephen M. Blackshear, President; Drs. William H. Black, 
William H. Harris and Frank R. Gomilla, Vice-Presidents ; 
Dr. Elizabeth Bass, Secretary; Dr. John A. Lanford, Treas- 
urer. 

Dr. E. E. Evans has been appointed Superintendent of the 
East Louisiana Hospital for the Insane at Jackson. 

r. Edmund L. Leckert, New Orleans, has been appointed 
Secretary-Treasurer and Sanitary Officer of the City Board 
of Health. 

At the annual meeting of the Ouachita Parish Medical 
Society, held at Monroe early in December, the following 
officers were elected: Dr. Courtland P. Gray, President; Dr. 
George W. Wright, Vice-President; Dr. James E. Walsworth, 
Secretary-Treasurer. 

The new tuberculosis sanatorium at New Pines, near 
Shreveport, was formally opened December 4. The sanato- 
rium and other buildings in connection with same cost more 
than $100,000 and includes a cottage donated by the Standard 
Oil Company of Louisiana. Col. Ardis donated the 
grounds, which comprise 54 acres. 

Dr. John Callan, New Orleans, has been appointed Super- 
intendent of the City Board of Health. 

The Caddo Parish Board of Health, Shreveport, has taken 
over the narcotic clinic formerly conducted at the Schumpert 
Sanatorium by Dr. Willis P. Butler. 

Thirty-two cases of hydrophobia have been reported at 
Church Point. These persons are under treatment at the 
Charity Hospital in New Orleans. It is believed that the 
disease was contracted from a horse treated for hydrophobia. 


Deaths 


Dr. Francis James Kearny, Plaquemine, aged 60, died sud- 
denly December 2 from angina pectoris. 

Dr. Emanuel Dreifus, New Orleans, aged 70, died early in 
December. 

Dr. A. Pierre Sillan, St. Martinville, aged 54, died No- 
vember 22. 


MARYLAND 

A group of Bohemian physicians recently spent several 
days in Baltimore studying methods employed in the clinics 
of Johns Hopkins Hospital. 

Plans have been completed for the reconstruction of Johns 
Hopkins Hospital, which will cost about $11,500,000, including 
36,750,000 as a permanent endowment fund. The _patho- 
logic building, to cost $600,000, will be built first. This to 
replace the building destroyed by fire last winter. 

_Work on an addition to the University of Maryland Hos- 
pital, on Lombard Street, will probably’ be begun in the 
spring. 

Dr. J. Whitridge Williams, Baltimore, has resigned as a 
member of the Board of Supervisors of City Charities and 
has been succeeded by Dr. Robert P. Bay, formerly medical 
examiner for the State Industrial Accident Commissions and 
Superintendent of University Hospital. 

The fifth annual session of the American Congress on In- 
ternal Medicine will be held at Baltimore February 21-26. 
Activities of the Congress will be largely clinical. Ward- 
walks, laboratory demonstrations and group or amphitheater 
clinics will be conducted daily by members of the faculties 
of Johns Hopkins and the Maryland Universities. For fur- 
ther information address the Secretary-General, 1001 North 
Dearborn Street, Chicago, III. 

Dr..Henry Martin Field and Miss Florence Marion Cas- 
sidy, both of Princess Anne, were married December 15. 

Capt. Henry W. Kennard, M.C., U. S. Army, Baltimore, 
and Miss Elsie Wilson Hunter, Richmond, Va., were married 
December 11. 


Deaths 

Dr. Robert Stevens Page, Bel Air, aged 46, died at the 
Union Memorial Hospital, Baltimore, December 2. 

Dr. John Davis, Baltimore, aged 63, died December 14 
from paralysis. 

Dr. George W. Simmons, Denton, aged 76, died at the 
home of his son in Chestertown November 20. 

Dr. John M. Duvall, Springfield, died December 3. 


MISSISSIPPI 


Drs. Paul D. Hardin and Lawrence B. Hudson, Hatties- 
burg, have been appointed resident managers of the King’s 
Daughters’ Hospital, Hattiesburg. ; 

Dr. David Walley, Richton, has resigned as a member 
of the State Board of Health for the Sixth District and 
has been succeeded by Dr. Evan M. Gavin, Ovette. 

Deaths 

Dr. Joseph W. Hough, Jackson, aged 92, died December 11. 

Dr. James R..S. Pitts, Waynesboro, -aged 67, died Decem- 
ber 22. = Tae 

(Continued on page 38) 
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drug in its 


address us 


A Safe Analgesic 


is benzyl-benzoate and “BENZYLETS” best present that 


A summary of Macht’s clinical reports on this drug in hyper- 
tension, dysmenorrhea, asthma and other conditions in which 
Opium was formerly used will be sent to physicians who 


BENZYLETS 


purest form. 


at Baltimore; samples are also available. 


SHARP & DOHME 


able SPECIFY 


INDIANAPOLIS, 


WHEN YOU WANT 


FLUIDEXTRACT CASCARA AROMATIC that is efficient, yet palat- 


LIQUID CASCARA 


LIQUID CASCARA FLAVORED P-M CO is made from high grade barx, 
carefully aged before use, carefully debitterized, carefully extracted. 


The satisfactory results, judged from your own and your patients’ view- 
point, justifies our pride in this product. ; 


PITMAN-MOORE COMPANY 


FLAVORED P-M CO 


Chemists U.S. A. 
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SAVE MONEY ON 


YOUR X.~RAY suppics 


Get our price list and discounts on quantities before you 

purchase 

HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 

10% TO 25% ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 

X-RAY PLATES. Three brands in stock for quick ship- 
ment. 
Brand, where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 
——— Ilford or X-ograph metal backed. Fast or slow 
emulsio 

BARIUM SULPHATE. For stomach work. 
Low price. 

COOLIDGE X-RAY TUBES. 5 styles, 10 or 30 millamp.- 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks. 
These will end A cna dark room troubles. 5 sizes of En- 
ameled Steel T: 

DENTAL FILM. MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and samples on request. Price in- 
cludes imprinting name and address. 

DEVELOPER CHEMICALS. Metol, Hydroquinone, Hypo, etc. 

INTENSIFYING SCREENS. Patterson, TE, or celluloid- 
backed screens. Reduce exposure to 4th or less. Double 
screens for film. All-metal cassettes. 

LEADED GLOVES AND APRONS. (New type glove, lower 


priced.) 
FILING ENVELOPES with printed X-ray form. (For used 
plates.) Order direct or through your dealer. 


If You Have a Machine Get Your 
Name on our Mailing List. 


GEO. W. BRADY & CO. 


780 So. Western Ave. CHICAGO, Ill. 


Finest grade. 


PARAGON Brand, for finest work; UNIVERSAL . 


(Continued from page 180) 


MISSOURI 


The Butler-Stoddard County Medical Society met in Poplar 
Bluff in December and elected the following officers: Dr. J 
B. Eure, President; Dr. C. W. Winson, Vice-President ; *S 
W. L. Brandon, Secretary; Dr. J. W. McPheeters, Treasurer. 

The following officers have been elected for Callaway 
County Medical Society: Dr. J. B. McCubbin, President; Dr. 
A. D. Ferguson, Vice-President; Dr. M. Yates, Secretary- 
Treasurer. 

New officers for the St. Louis Medical Society are as fol- 
lows: Dr. Emmett P. North, President; Dr. Malcolm A. 
Bliss, First Vice-President ; Dr. Charles E. Hyndman, Second 
Vice-President; Dr. John W. Stewart, Secretary. 

The following officers have been elected for Jackson 
County Medical Society: Dr. G. E. Bellows, President; Dr. 
F. C. Neff, Dr. Paul V. Woolley, Secretary 
(re-elected) ; ie Kuhn, Treasurer (re-elected). 

New ite las Randolph County Medical Society are as 
follows: Dr. R. A. Wood, Clark, President; Dr. F. L. Me- 
Cormick, Moberly, Vice-President ; Dr. C. H. Dixon, Moberly, 
Secretary-Treasurer. 

The Cass County Medical Society met in Harrisonville De- 
cember 9 and elected the following officers: Dr. W. F. 
Chaffin, Raymore, President; Dr. R. D. Ramey, Garden 
City, First Vice-President ; Dr. M. P. Overholser, Harrison- 
ville, Second Vice-President; Dr. H. S. Crawford, Harrison- 
ville, Secretary-Treasurer. 

The Wright-Douglas County Medical Society met in Mans- 
field November 4 and elected the following officers for 1921: 
Dr. J. A. Fuson, President; Dr. R. M. Norman, Vice-Presi- 
dent; Dr. A. C. Ames, Secretary-Treasurer. 

The Webster County Medical Society met in Fordland De- 
cember 15 and elected the following officers: Dr. E. M. 
Bailey, President; Dr. Atkins, Vice-President; Dr. 
John R. Bruce, Secretary-Treasurer. 

J. W. Campbell has been appointed Health Officer of 
St. 

Dr. H. E. Pearse, Kansas City, was elected Vice-President 
of the Western Surgical Association at their recent meeting 
in Los Angeles. 

(Continued on page 40) 


standard rates. 
desired. 


specimen is sent. 


be sent on ice by special messenger. 


DR. WILLIAM KRAUSS’ 


e 9 
Physicians 
SHIPPING ADDRESS: GOODWYN INSTITUTE 
MAIL ADDRESS: DeSOTO STATION 


MEMPHIS, TENN. 


All recognized procedures for clinical purposes carried out by standard 
methods in a completely equipped laboratory by competent workers at 


Modifications of the WASSERMANN test added to regular test when 
Photomicrographs of tissue sections must be requested at the time the 


Reports sent as expeditiously as is consistent with correct procedure. 
Water and milk for plating and animal tissue for anthrax or rabies should 


Laboratory 
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THE PROBLEM OF A SHARP SCALPEL HAS BEEN SOLVED BY THE BARD- 
PARKER OPERATING KNIFE. 


It’s Sharp! 


For illustrated 
circular ask 
your dealer, or 
writé us. 


Solid Handle. 


No.4 
Handle 


1 Handle with 6 each of 3 sizes of blades, as illustrated, $3.25. 
Additional blades, per package of six, $.75. 


BARD-PARKER COMPANY, Inc., New York. 


That is the opinion expressed 
by all surgeons who have used 
this 


BARD-PARKER KNIFE 


Designed to eliminate the nui- 
sance and uncertainty of re- 
sharpening by means of. re- 
newable blades, which have 
the sharpest cutting edge at- 
tainable. 
The price of a new blade is less than the cost of sharpening an ordinary scalpel. 
The surgeon is thus assured of a knife of standard sharpness, always ready for use. 
The illustration demonstrates its simplicity, the price its economy. 

Blades in packages containing 6 of one size. Order by size number. 


Handles, all sizes, each, $1.00. Nos. 1 and 3 Handles fit Nos. 10 and 11 Blades. 
Blades, all sizes, per dozen, $1.50. Nos. 2 and 4 Handles fit Nos. 20 and 21 Blades. 
Pocket Cases for 2 Handles and a dozen Blades. Leather Cases, $1.50. Khaki Cases, $1.00. 

MAIL ORDERS RECEIVE SPECIAL ATTENTION. 


DOSTER-NORTHINGTON DRUG CO. 


Surgical Instruments and Hospital Supplies 
BIRMINGHAM, ALABAMA 


| 
Blade 
Blade 
No.22 
| It’s Sh ! | 
a r p 
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Electric Instrument Sterilizer 


Tray lifts out of water, with opening of 
cover—3 heats, boils quickly—cannot burn 
out, cannot injure instruments, substantial. 

No. 410—1046x5x3 ................ $33.00 
No. 418—13x5x3% 
No. 416—16x6x3%4 


Send for Our January Circular. 
Revised Prices on All Supplies. 


Surgical Selling Co. 


53 WALTON ST. ATLANTA, GA. 


(Continued from page 38) 
The Audrian Hospital, Mexico, was formally opened De- 
cember 16. 

The new St. Luke’s Hospital, located on a four-acre tract 
on Mill Creek Parkway, Kansas City, is under construction. 

The Audrian County Medical Society met in Mexico the 
latter part of December and elected the following officers: 
Dr. R. W. Berrey, President; Dr. J. F. Jolley, Vice-Presi- 
dent; Dr. J. E. Miller, Secretary-Treasurer; Dr. R. S. Wil- 
liams, Censor. 

The Greene County Medical Society has elected new of- 
ficers as follows: Dr. Joseph D. James, President; Dr. M. S. 
Stone, Vice-President; Dr. Robert Glenn, Secretary; Dr. W. 
E. Handley, Treasurer; Dr. W. R. Batie, Censor. 

The St. Louis University has secured Dr. John Auer, 
Pharmacologist of the Rockefeller Institute, to establish and 
a a Department of Pharmacology in the medical 
se 
The Medical School of Washington University, St. Louis, 
will soon offer short courses, from six to sixteen weeks, in 
medicine, surgery, gynecology, obstetrics, neurology, urology, 
orthopedic surgery, pediatrics, ophthalmology, laryngology, 
otology, surgical pathology and roentgenology. The courses 
will begin about April. 

Dr. Hugo Muench and Miss Helen Ruth Harrison, both of 
Carthage, married December 28. 

Deaths 

Dr. Frank Ring, St. Louis, aged 65, died November 19 
from endocarditis. 

Dr. Philip Cogan, St. Louis, died December 8. 

Dr. George Oliver Coffin, Kansas City, aged 42, died at 
the Bonner Springs Sanitarium December 11. 

Dr. G. H. Cox, Joplin, aged 83, died December 20. 

Dr. Francis McCabe, Palmyra, aged 91, died November 15 
from nephritis. 

Dr. Joseph J. Houwink, St. Louis, aged 46, died suddenly 
December 22. 


NORTH CAROLINA 


The Scotland County Medical Society met at Gibson Jan- 
uary 3 and elected officers as follows: Dr. N. C. Hunter, 
Laurinburg, President; Dr. John S. Gibson, Gibson, Vice- 
President; Dr. Fairley James, Laurinburg, Secretary 

The twenty-fifth annual meeting of the Seaboard "medical 


(Continued on page 42) 


PATHOLOGY 
Allen H. Bunce, A.B., M.D. 


methods and technique are used. 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


treatment are indicated. 


Fee lists and containers for pathological specimens and information in reference to 
x-ray and radium work furnished upon request. 


Address 


DRS. BUNCE AND LANDHAM, Healey Bldg., Atlanta, Georgia 


Laboratories of Drs. Bunce and Landham 
ATLANTA, GEORGIA 


DEPARTMENTS 
BACTERIOLOGY and SEROLOGY X-RAY and RADIUM 
George F. Klugh, B.S., M.D. 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and ourgical cases. Only standardized 


Jackson W. Landham, M.D. 
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Beware Gluten 


LUTEN Bread is the Diabetic’s worst enemy”—declared the late Dr. 
Janeway, probably America’s greatest physician. There is not a 
gluten bread that does not contain starch in amount rarely less than 209% 
and often more than 40%. The safe way is to prescribe a flour with the 
analysis on each package showing it to be strictly non-carbohydrate, such as 


DIABETIC 
FLOUR 


Absolutely Starchless 


Made strictly from specially blended caseins of milk, it is necessarily free 

from the slightest trace of starch; and it is relieved by special process from 

all traces of sugar. Lister’s Flour is self-rising and can be made easily and 

guickly into substantial, satisfying Diabetic Bread and delicious Cookies, 

Muffins, Doughnuts, etc., all strictly non-carbohydrate. Packed in small, 

carefully weighed boxes—one for each day—suitable for a “strict diet” or 
part of a liberal diet. 


One Month’s Supply (30 Boxes) - $4.85 
Fifteen Days’ Supply (15 Boxes) - 2.75 


Sent direct to the Physician or to his patient. Or write to us for the name 
of our druggist-agent nearest to you. 


LISTER BROS., Inc., 405 Lexington Ave., New York 


Coast SraTEs—Starchless Food Co. CanaDA—W, Lioyd Wood 
(412 Kerckhoff Bldg., Los Angeles, Cal. 64 Gerrard St., Toronto, Can. 
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Personal 


Laboratory 
Service 


At a reasonable price 
Wassermann test ...................- $5.00 
Lange Gold sol......................... 5.00 
Tissue diagnosis ...................... 5.00 


Blood 


Chemical 
Analysis 


$2.00 
Urinanalyses ............................ 2.00 
Dog heads for Negri bodies. 


Autogenous vaccines put up in sep- 
arate ampules. 


I CAN ONLY HOPE TO GROW 
BY EFFICIENT SERVICE 


DR. J. S. FLEMING 


Exchange Bldg. Memphis, Tenn. 


(Continued from page 40) 


Association of Virginia and North Carolina was held in 
Elizabeth City December 7-9. The following officers were 
elected: Dr. E. C. S. Taliaferro, Norfolk, Va., President; Dr. 
Jos. L. ~+_~ ego Dr. Joseph T. Buxton, Newport 
News, Va., D S. McMullen, Elizabeth City, and Dr. A 
M. Burfoot, Bien Va., Vice-Presidents; Dr. Geo. A. 
Caton, New Bern, Treasurer ; Dr. Clarence Porter Jones, 
Newport News, Va., Secretary. 

The Surry County Medical Society met in Mt. Airy 
December 14 and elected officers as follows: Dr. M. A. 
Royall, President; Dr. E. M. Hollingsworth, Vice-President ; 
Dr. Moir S. Martin, Secretary-Treasurer. 

At a meeting of the Cabarrus County Medical Society on 
December 8 the physicians’ fees for professional services 
were reduced to the same rate as existed during the first of 
the year. The following officers were elected: Dr. J. A. 
Hartsell, President; Dr. P. R. McFadyen, Vice-President ; Dr. 

Reed, Secretary-Treasurer. 

“The Clarence Barker Memorial Hospital, Biltmore, was 
partially destroyed by fire January 2. Plans are already be- 
ing made to erect a new hospital to cost $250,000. This hos- 
pital was built in 1899 by the late . Vanderbilt as a 
memorial to his cousin, Clarence Barker. . 

Dr. McBrayer, Superintendent of the State Sanato- 
rium for Tuberculosis, has announced that the State Board 
of Health, the American Red Cross and the North Carolina 
Tuberculosis Association have arranged to carry the services 
of the free diagnostic clinic, which has been conducted at 
Sanatorium for some time, to various parts of the State. 

New officers elected for Vance County Medical Society at 
a meeting held December 18 are as follows: Dr. F. R. Har- 
ris, President; Dr. E. F. Fenner, Vice-President; and Dr. J. 
H. Wheeler, Secretary-Treasurer. 

Dr. Edwin J. Kehoe has resigned as Health Officer pod 
Henderson and Vance Counties and has been succeeded by 
Dr. R. S. ee of Orangeburg, S. C. 

Dr. A. C. Bulla has been re-elected Health Officer of For- 
syth County. 

It has been announced that the Baptist Hospital will be 
located at Winston-Salem. The city has offered a site of 13 
acres, with a bonus of $100,000 in cash. 

New officers for Martin County Medical Society are as 
follows: Dr. Wm. H. Harrell, President; Dr. Godwin, Vice- 
President; and Dr. Wm. E. Warren, Secretary-Treasurer. 

The Alamance County Medical Society met in Graham 
early in December and elected the following officers: Dr. J. 
R. Parker, President; Dr. W. R. Goley, Vice-President; and 
Dr. J. C. Joyner, Secretary-Treasurer§ 

At the regular meeting of the McDowell County Board of 
Health held January 8 in Marion, Dr. G. S. Kirby was re- 
elected County Health Physician, and Dr. J. B. Johnson, Old 
Fort, was elected County Quarantine Officer. 

The Franklin County Medical Society met in Louisburg 
December 22 and elected the following officers: Dr. Cc. 
Johnson, President; Dr. H. M. Beam, Vice-President ; ‘and 
Dr. H. H. Johnson, Secretary-Treasurer. 

New officers for Davidson County Medical Society are as 
follows: Dr. C. A. Julian, Thomasville, President; Dr. Frank 
L. Mock, Reeds, Vice-President; and Dr. R. V. Yokley, Lex- 
ington, Secretary. 

New officers for Forsyth County Medical Society are as 
follows: Dr. V. M. Long, President; Dr. Joseph F. Belton, 
Vice-President; and Dr. S. W. Hurdle, Secretary-Treasurer. 

Dr. Joseph Anderson Speed and Miss Gladys Hunt Gorman, 
both of Durham, married November 10. 

Dr. James Yates Hamerick, Boiling Springs, and Miss 
Marjorie Pierce, Whiteville, married December 14. 

Deaths 

Dr. A. G. Floyd, Fair Bluff, died recently. 

Dr. Alexander Franklin Jones, Cameron, aged 29, was 
killed instantly December 10, when his automobile was 
struck by a passenger train at a grade crossing. 

Dr. John P. Donovan, Lovington, aged 84, died early in, 
December. 

Dr. Alvah Giles Floyd, Fair Bluff, aged 60, died December 
14 from cerebral hemorrhage. 


OKLAHOMA 

Plans are on foot to build a new hospital at Ada to be 
known as St. Joseph’s Hospital. The hospital will have ac- 
commodations for seventy beds, and the cost of construction 
is estimated at $50,000. 

Plans have been completed to build a three-story annex to 
the University Hospital, Enid. 

The first open air school was d in Oklah City in 
November at Wilard School. There were 16 pupils in at- 
tendance. The City Tuberculosis Society furnishes the cots, 
blankets, open air garments, food for lunches and a nurse 
attendant. 

The State Medical Association will be held at McAlester 
May 17-19. 


(Continued on page 44) 
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"RADIUM of higheat purity 


in any quantity. 
Patented glazed plaques 
for superficial condition. 
Tube and needle applicators 
for deep therapy. 
Apparatus for radium emanation 
installed by our Dept. of Physics. 
All our sci and ap- 


been proven therapeutically 
practicable. 

U. S. Bureau of Standards 

Certificate. 

Our Departments of Physics 
and Medicine give instruction 

in the physics and therapeu- 


PITTSBURGH, 
CHICAGO 


Astor Trust Biig NEW YORK Fifth Av. &42 St 


READY FOR 
IMMEDIATE 


The tongue depressors on this mouth gag 
have a vertical adjustment and can be attached 
or detached instantly. Instead of crowding the 
tongue into the larynx, they exert a lifting 
force on the base of the tongue and permit free 
respiration. 


V. MUELLER & COMPANY 


1771-1789 Ogden Ave., 


Dr. M. M. Cullom’s Mouth Gag 


WirH Two TONGUE DEPRESSORS 
FOR ADULTS AND CHILDREN 


DELIVERY 


CHICAGO 
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Dr. George B. 


Adams 


SAYS: 


“Reinforce your clinical diagnosis 
with 
laboratory findings.” 


Your attention is invited to our 


modern laboratories, where no effort 


is spared to make our work reliable. 


With our PRESENT SYSTEM we 
are rendering efficient and prompt 
service to physicians in all the South- 
ern States. 


TISSUE SPECIMENS carefully ex- 
amined in serial sections and a de- 
tailed report made of the histopathol- 
ogy present. 


WASSERMANN TEST done with 
reagents of the highest purity, and a 
check test is done on all specimens. 


BACTERIA responsible for infec- 
tion identified and AUTOGENOUS 
VACCINES prepared. The vaccine is 
dispensed in convenient and practical 
containers. 


GENERAL LABORATORY EX- 
AMINATIONS are equally invited and 
efficiently made. 


PASTEUR TREATMENT mailed 
to remote locations and successfully 
administered to patients by their fam- 
ily physician. 


Containers for mailing specimen 
and fee list furnished on request. 


DR. GEORGE B. ADAMS 


Clinical Laboratories 
705-709 Maison Blanche Annex 
New Orleans 


(Continued from page 42) 


The Muscogee County Medical Society met December 13 
and elected og ee officers for 1921: Dr. F. W. wa 
President ; Fullenwider, Vice-President; Dr. A. 
Stocks, Th a Dr. J. T. Nichols, Censor. 

Dr. W. A. Logan, Lehigh, has removed to Oklahoma City. 

In December the Picher Hospital, Picher, was partially de- 
stroyed by fire. 

A contract for the construction of the buildings for the 
State Tuberculosis Sanatorium at Talihina has been awarded. 
An appropriation of $100,000 was made by the Legislature. 

Dr. C. W. Austin, Brinkman, has removed to Mangum. 

The Garfield County Medical Society has elected the fol- 
lowing officers for 1921: Dr. James H. Hays, President; Dr. 
Percy A. Smithe, Vice-President; and Dr. Frank Glenn 
Francisco, Secretary-Treasurer. 

Dr. C. A. Johnson, Kiowa, has removed to Wilson. 

The Oklahoma Public Health Association and the Uni- 
versity of Oklahoma have made arrangements for the dis- 
tribution of slides, moving picture films and standard lec- 
tures on public health topics. 

Dr. J. T. Wharton, Picher, has removed to Miami. 

Dr. O. W. Starr, Drumright, and Miss Lois Winn, Lawton, 
were married October 6. 

Deaths 

Dr. Charles M. Hamilton, Holdenville, aged 64, died No- 
vember 15 from cerebral hemorrhage. 

Dr. John F. Huddleston, Enid, died recently. 


SOUTH CAROLINA 

The Anderson County Medical Society met in Anderson 
December 8 and elected officers as follows: Dr. H. H. Acker, 
President; Dr. E, E. Epting, Vice-President; and Dr. H. 
M. Daniel, Secretary-Treasurer. 

Dr. Percy H. Brigham, New Orleans, La., has been ap- 
pointed Health Commissioner of Orangeburg. 

On December 1 fire practically destroyed two wards of the 
U. S. Public Health Service Hospital at Camp Sevier. The 
seventy patients in the Hospital at the time were safely re- 
moved from the building without injury. 

The Salvation Army Hospital, Greenville, erected at a 
cost of approximately $250,000, and intended to serve the 
southeastern section vf the country, was dedicated January 
13. This is the fourth hospital established by the Salvation 
Army in the United States. 

Dr. Robert S. Bailey has resigned as Health Officer of 
Orangeburg County and has been succeeded by Dr. D. D. 
Bulloch, of Roland, N. C 

Deaths 


Dr. Hugh Aiken, Abbeville, died early in January. 


TENNESSEE 
Dr. Willis C. Campbell, Memphis, announces the removal of 
his offices and clinic to his new building, 869 Madison Ave- 


nue. 

Dr. William G. Saunders, Jackson, has been appointed 
surgeon for the Jackson Division of the Mobile & Ohio Rail- 
road to succeed the late Dr. Ambrose McCoy. 

r. J. F. Ward, Memphis, has resigned as Medical Director 
of General Hospital, and is succeeded by Dr. L. S. Neasy. 

The Maury County Medical Society met 4 in December 
and elected the following officers for 1921: George Wil- 
liamson, Columbia, President; Dr. J. C. oe ail First Vice- 
President; Dr. R. S. Perry, Second Vice-President; and Dr. 
M. A. Beasley, Secretary-Treasurer. 

Drs. Frank D. Smythe and Frank W. Smythe announce the 
formation of a partnership with offices in the Exchange 
Building, Memphis. Practice limited to surgery. 

New officers for the Memphis and Shelby County Medical 
Society are as follows: Dr. G. Somerville, President; Dr. 
J. J. Hobson, Vice-President ; Dr. Percy H. Wood, Secretary; 
and Dr. Carroll Turner, Treasurer. 

Dr. L. V. Frazier, Trenton, has removed to Brazil, Tenn. 

Dr. &.. Ls Mackey, Gann, has removed to Bradford. 

Dr. J. J. Lentz has been elected Health Officer of David- 
son County to succeed Dr. John R. Thompson, deceased. 


Deaths 
Ambrose McCoy, Jackson, aged 62, died December 26. 

Sy William Dickle Richmond, Knoxville, aged 47, died 
18. 

Dr. Sam W. McFarland, Lebanon, aged 40, died December 
15 from cerebral hemorrhage. 

Dr. James Burrow, Bristol, aged 26, died in the Govern- 
ment Hospital, Ancon, December 5 from cirrhosis of the 
liver. 

Dr. Alexander Lovette Walker, Estill Springs, aged 42, 
died December 19 

Dr. James Druery Boyce, Memphis, aged 65, died Novem- 
ber 12 from cerebral hemorrhage. 


(Continued on page 46) 
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The Diet in Typhoid 


and other fevers and diseases 


prevalent at this season 


As the intestinal tract is seriously involved in Ty- 
phoid fever, the dietetic problem is one of first con- 
sideration. A liquid diet is largely essential, in which 
connection “Horlick’s” has important advantages, 
being very palatable, bland, and affording the great- 
est nutriment with the least digestive effort. 


Samples prepaid upon request 


Horlick’s Malted Milk Co. 


RACINE, WIS. 


AN IDEAL LUNCH Foop 
Prepared by Di 


NO 
Gre, 


A NUTRITIOUS TABLE ORI 
ssolving in Water Only 


'URERS 
MALTED MILK CO» 


ACINE, WIS., U. S. A- 


ND- 
BRITAIN: KS, ENOLA 
SLOUGH, BUC J 


Avoid imitations by prescrib- 
ing “Horlick’s the Original.” 


MESOTAN 


Externally 


Mesotan: In ounce bottles. 


Literature on request 


189-191 Franklin Street, New York, N. Y. 


WINTHROP CHEMICAL COMPANY, Inc. 


Externally 


Rapidly penetrates the skin and produces a salicylic acid action upon the affected 
tissues as well as a derivative effect. An efficient auxiliary to internal medication. 


Internally NOVASPIRIN or SALOPHEN internally 


Especially adapted for children and delicate persons 
and where an intense salicyl effect is not required. 


HOW SUPPLIED: Novaspirin and Salophen: 5 gr. tablets, bottles of 25 and 100. Powder in ounces. 


Antirheumatics and Analgesics 
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THE GRADWOHL 
LABORATORIES 


928 N. Grand Ave. 
6) | 7 West Madison St. 


Our reputation insures good work for 
you. Write to us for literature and 
Free Containers. 


THE GRADWOHL TOURNIQUET 
helps you in vein punctures. You can 
have one for $1.50. Order one now. 


Our book on Blood and Urine Chem- 
istry is a complete treatise on this 
important subject. Send us your 
order. Price, $5.00. 


Hecht-Gradwohl plus Wassermann 


$5.00 


Get in touch with us if you want ex- 
pert laboratory service that will 
satisfy you. 


We are making this organization 
known to the medical profession as a 
Laboratory Consulting Point of High- 
est Order. 


For the information of those inter- 
ested, we are giving Laboratory In- 
struction at our Chicago plant only. 
om reservations there for special 
work. 


(Continued from page 44) 


Dr. Cyrus M. Stewart, Memphis, aged 89, died December 6 
from pneumonia. 

Dr. James A. P. Knox, Memphis, aged 89, died December 1, 
Dr. John Lehman Smith, Nashville, aged 23, died in the 
Woman’s General Hospital December 22. 

Dr. A. R. MeNeil, Big Richmond, died recently. 


TEXAS 


The Lampasas County Medical Society met at Lampasas 
on December 13 and elected the following officers for 1921: 
Dr. J. D. Dorbandt, President; Dr. D. W. Black, Vice-Presi- 
dent; and Dr. J. G. Townsen, Secretary-Treasurer. 

On December 11 the directors of the Texas Baptist Memo- 
rial Sanitarium and the trustees of Baylor University held a 
joint meeting at Dallas and perfected plans for the Sani- 
tarium to be conducted as a unit of Baylor University. The 
Sanitarium will be known as Baylor Hospital and will be 
under the direction of the Board of Trustees of the Uni- 
versity. 

At the recent meeting of the Tri-State Society of Texas, 
Arkansas and Louisiana, the following officers were — 
Dr. Frank Walke, Shreveport, La., President; Dr. J. 
Kosminsky, Texarkana, Ark., Dr. S. A. Collom, Texarkana, 
Tex., Dr. J. A. Hendricks, Shreveport, La., Vice-Presidents : 
Dr. Nettie Klein, Texarkana, Tex., Secretary-Treasurer; and 
Dr. J. S. Hesterly, Prescott, Ark., Dr. . G. Allen, Con- 
verse, La., and Dr. Frank J. Littlejohn, Shreveport, La., 
Councilors. Next meeting to be held in Shreveport Decem- 
ber, 1921. 

Several cases of a mild form of typhus fever were recently 
reported from Temple. 

The Bastrop County Medical Society met at Bastrop De- 
cember 2 and elected the following officers: Dr. I. J. Daw- 
son, Bastrop, President, and Dr. T. B. Taylor, Bastrop, Sec- 
retary-Treasurer (re-elected). 

Drs. J. E. Clarke, William P. Lee and Kincy J. Scott have 
been elected as members of the Cisco City Board of Health. 

New officers for Harrison County Medical Society are as 
follows: Dr. C. R. Hargrove, President; Dr. B. Baldwin, 
Vice-President; and Dr. M. H. Wheat, Secretary-Treasurer. 

Dr. Manton M. Carrick, Dallas, has been appointed State 


Health Officer. 
(Continued on page 48) 


he fury 
of the jury— 


Who Can Render the Biggest Verdict? 


“The juries have simply gone crazy about large ver- 
dicts; seeming to vie with each other to see who can 


give the biggest verdict.” 
Juries Gone Wild 
“The juries at this term of court have gone abso- 


’ lutely wild. It seems that there is a kind of bolshevism, 
or something of that kind, pervading the minds of t 


jury.’ 
Influenced by Personal Feelings 


—not Evidence 
“We were unfortunate in not being able to secure a 
jury of men strong enough not to be materially influ- 
enced by sympathy and prejudice.” 


For Medical Protective Service 
Have a Medical Protective Contract 


The Medical Protective Co. 
of 


Wayne, Indiana 
Professional Protection Exclusively 


— 
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To the Medical Profession 


THE NATIONAL PATHOLOGICAL LABORATORIES OF CHICAGO, ST. LOUIS, DE- 
TROIT AND NEW YORK are Diagnostic Institutions, ideal in equipment and personnel. 
The Directors of the Laboratories are always at your service for personal cooperation 
in all diagnostic problems, 

The following are a few items from the fee list: 


WASSERMANN TEST (Blood or Spinal Fluid) - - - - - $5.00 


We do the classical test. Any of the various modifications will be made upon request, 
without additional charge. Sterile containers, with needle, gratis upon request. 


EXAMINATION OF PATHOLOGICAL TISSUE - - - - - $5.00 


Accurate histological descriptions and diagnosis of tissues removed at operation should 
be part of the clinical record of all patients. 


AUTOGENOUS VACCINES - - - - - - += += = = $5.00 


We culture all specimens aerobically and anaerobically and isolate the offending organ- 
isms. Pipettes for collecting material for autogenous vaccines sent upon request. 


ANTI-RABIC VIRUS—Full Course Treatment - - - - - $25.00 


As improved and made under the personal supervision of Dr. D. L. Harris. (U. S. Gov- 
erment License No. 66.) YOU GIVE THE TREATMENT YOURSELF. Sole Distribu- 
tors. Telegraph orders given prompt attention. Write for Booklet. 


X-RAY DEPARTMENT 
Offers the highest class of consultation service on moderate fees. Appointments may 
be made from 9 a. m. to 5 p. m 


NATIONAL PATHOLOGICAL LABORATORIES (Inc.) 


920 Peter Smith Bidg., DETROIT 
NEW YORK: 18 E. 41st St. CHICAGO: 5 S. Wabash Ave. ST. LOUIS: University Club Bldg. 


RENT THIS NINE MONTHS, 
THENITS YOURS 


Easy Rental Purchase Plan - Standard Of The World 
By our easy rental purchase plan, after a first There is only one standard of the —— 


able—dependable—accurate—and that 


payment of only $2.50 we will rent this TYCOS . 5 % 
to you for nine months at $2.50 a month, at the end wait TYCOS, which has been —— and is used by all 
nited States Govern- 


of which time it is your absolute property. You pay ia insurance companies, the — 
only the cash price—with no interest and no extras. ment and medical authorities. 
THE WORLD WAR i) |} ® Leather Case and Booklet Free 
ac With h TYCOS i free a h 
Pay for your Tycos in the same manner that let, which tells exactly how to use it. The TYCOS. 
you * for your Liberty Bonds, Red Cross ) registers both systolic and diastolic pressures. 
and Y. M. C. A. Pledges. Modern, scientific diagnosis demands the aid of an ac- 
curate instrument for determining blood pressure. 


Dr. Rogers’ Genuine 1921 Model 
Self-verifying Sphygmomanometer 


Just enclose first month’s rent—$2.50 

Try it thoroughly for ten days. Give it every test you can. If youare willing 

to part with it, send it back at our expense and get money, If pleased, 

t is yours. You cannot buy it for less anywhere else. You pay only $2.50 a month for 9 months, SEND FOR YOUR TYCOS 

cannot buy it on such easy terms except by the Aloe Easy Rental Purchase TODAY. Doit NOW. ‘Let it PROVE it’s usefulness to you. It is so easy 
Plan. to own that you'll never miss the money. 


A. S. ALOE COMPANY, oumnisttess 561 Olive St. ST. LOUIS, MO. 
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TUBULAR APPLICATORS 

NEEDLE APPLICATORS 

FLAT APPLICATORS 
and 


APPLICATORS 
of SPECIAL DESIGN 


COMPLETE 
INSTALLATIONS 


of 
EMANATION APPARATUS 


SOLD ON BASIS OF 
U.S. 
BUREAU OF STANDARDS 
CERTIFICATE 


Correspondence invited by our 
PHYSICAL, CHEMICAL 
and MEDICAL DEPT’S 


THE 
RADIUM COMPANY 
OF COLORADO, Inc. 


MAIN OFFICE and REDUCTION WORKS 
DENVER, COLO., U.S. A. 


BRANCH OFFICES 
108N. STATE 50 UNION * LONDON 


STREET SQUARE 
CHICAGO NEW YORK PARIS 
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The Williamson County Medical Society met at ——- 
on December 9 and elected the following officers: Dr. E. W. 
Stromberg, Taylor, President; Dr. J. R. Martin, Georgetown, 
Vice-President; and Dr. W. G. Pettus, Georgetown, Secre- 


tary 

Miss Inez Newman, advisory nurse of the Bureau of Child 
Hygiene of the State Health Department, has resigned to do 
mental hygiene work in Mississippi. 

Deaths 

m eee Eugene Shelton, Waco, aged 69, died Decem- 
er 

Dr. Samuel Corley, Clarksville, aged 57, died November 27 
from cerebral hemorrhage. 

Dr. John Irving Fort, Dallas, aged 69, died December 15. 

r. J. B. Moore, McGregor, aged 42, died December 25. 

Dr. S. B. Hollar, Midlothian, aged 85, died early in De- 
cember. 

Dr. E. W. English, Slayden, died recently. 


VIRGINIA 


At a recent meeting of the Warwick County Medical So- 
ciety held in Newport News, the following officers were 
elected: Dr. F. A. Sinclair, President; Dr. D. W. Draper, 
Vice-President; and Dr. W. O. Poindexter, Secretary. 

The Richmond Academy of Medicine has elected officers as 
follows: Dr. T. D. Jones, President; Dr. R. D. Garcin, First 
Vice-President; Dr. R. W. Miller, Second Vice-President; 
Dr. J. M. Hutcheson, Third Vice-President; Dr. Mark W. 
Peyser, Secretary; Dr. E. H. Terrell, Assistant Secretary; 
Dr. Howard Urbach, Treasurer; and Dr. G. Paul LaRoque, 


Librarian. 
Dr. John C. Phipps, Monorat, is now located at Edgewater, 


N. J. 

Dr. Ennion G. Williams has been reappointed State Health 
Commissioner for four years. 

The following officers have been elected for Luenburg 
County Medical Society: Dr. H. T. Hawkins, Kenbridge, 
President; Dr. E. M. Mann, Kenbridge, Vice-President; and 
Dr. Robert Whitehead, Meherrin, Secretary-Treasurer. 

The Pittsylvania County Public Health Association was 
recently organized at Chatham. 

On February 15 a campaign for a fund of $150,000 for 
the erection of a new addition to the Roanoke Hospital and 
additional equipment will be inaugurated. 

New officers for the Warren-Rappahannock-Page County 
Medical Society are: Dr. E. G. Brumback, Luray, President; 
Dr. George H. Long, Luray, Vice-President; Dr. L. 
Smith, Stanley, Secretary-Treasurer. 

Under the Presidency of Prof. C. D. Hart, of William and 
Mary College, the James City and County Public Health 
Association was organized at Williamsburg. 

New officers of the Arlington County Medical Society are 
as follows: Dr. R. N. Sutton, Clarendon, President; Dr. W. 
C. Welburn, Ballston, Vice-President; and Dr. B. H. Swain, 
Ballston, Secretary-Treasurer. 

It has been announced that arrangements have been com- 
pleted for the erection of a $50,000 tuberculosis hospital at 
—- to be known as the Hilltop Anti-Tuberculosis Hos- 
pita’ 

On December 24 fire completely eeeret the offices | and 
laboratory of Dr. J. A. Waddel, of Phar ys 
and a part of the physiologic heberahory at the Coleen 
of Virginia, Chariottesville. 


(Continued on page 50) 


CLASSIFIED ADVERTISEMENTS 


REGISTERED NURSE with two years’ experience as x-ray 
technician desires position as technician in hospital or doc- 
tor’s office. South preferred; available immediately. Ad- 
dress M. M., care Journal. 


DOCTOR WANTED—Young doctor wanted for logging 
camp practice in eastern Kentucky. Want Christian man 
who will co-operate in community work. Satisfactory com- 
pensation guaranteed. C. R. M., care Journal. 


~ GUINEA PIGS AND RABBITS—Laboratory purposes 
strong, healthy stock, pigs 8 to 10 ounces $1.00, 12 to 4 
ounces $1.25 and 16 ounces up to $1.50. Nice breeding sows 
$1.50 each. Young mature rabbits 4 to 8 pounds, 50c per 
pound. E. L. Harris, 1512 East Main St., Chattanooga, 7. 


FOR SALE—X-ray transformers and accessories. Bar- 
gains in used apparatus thoroughly overhauled and_ in- 


stalled. Send for list. Frederic Johnson Company, Sales 
Distributors, Victor X-Ray Corporation, 719 Brown-Marx 
Building, Birmingham, Ala. 
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Weak Sensitive Feet 


are almost always greatly benefited by the routine use of 


O’Sullivan’s Heels 


The resiliency of these heels of live rubber afford marked relief 


pat IBN 24-1899 


from the harsh, abrupt impacts that often make every step a real tor- 
ture. As a result, walking is no longer dreaded, and sufferers from foot 
weakness are able to spend many more hours on their feet, without 
developing the soreness and foot-tire that otherwise so frequently 
cause extreme misery and distress. But what is also important, the 
increased exercise made possible without hurt or discomfort, gradually 
imparts tone to the foot structures, improves the 
local circulation, and by strengthening the foot 
muscles, renders them more resistive to fatigue. 


Wearing O’Sullivan’s Heels has proven a 
veritable blessing, therefore, to many a person who 


has known the suffering and physical handicap 
caused by weak and tender feet. 


O’SULLIVAN RUBBER CO., Inc., New York City 


QUICK SERVICE 


Largest Stock--Low Prices 
Surgical Instruments 


Cheap Instruments at 
cheap prices and High 
Grade European i[n- 
struments at low 
prices. High grade 
only sent on orders 
unless others are spec- 
ified. 

We make Deformity 
Apparatus, Elastic 
Stockings, Sanitary 
Furniture, Instru- 
ments, etc. 

Holmes’ Treatment 
Chair for the special- 
ist. It rgvelves, raises, 
lowers. 

New modern Office 
Furniture, Sterilizers, 
etc, 


Write for Catalogue. 


The Max Wocher & Son Co. 


Hospitals Equipped Complete. 
CINCINNATI, OHIO 


“It Works Like 
a Charm” 


So writes a physician regarding a new way 
he had discovered for introducing a filiform 
into the bladder in cases of tight stricture. 
His experience, together with a multitude of 
others equally interesting and stimulating, 
make up one of the features of 


“Electro-Therapy 
In The Abstract” 


A 145 page bound work, pocket size, for instant 
consultation, giving valuable ethical and prac- 
tical standards of work bringirg therapeutic 
pb sora and a wider range of practice alike and 
abreast. 


Compiled exclusively for the medical profession, 
and distributed without cost by the Thompson- 
Plaster Co. It is ESSENTIAL to ask for it on 
your letter head. 


THOMPSON-PLASTER CO. 
LEESBURG, VIRGINIA 
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A washable 
A b dominal 
Su p porter 
adapted to 
the use of 
men, women 
and chil- 
dren for 
any purpose 
for which 
an abdomi- 
nal sup- 


bladder, etc. 


THE STORM BINDER AND 
ABDOMINAL SUPPORTER 


porter is needed. For General Support—as 
in Visceroptosis, etc. For Special Support— 
as in Hernia, Relaxed Sacro-Iliac Articula- 
tions, etc. For Post-Operative Support—as 
after operations upon the stomach, gall 


Illustrated descriptive folder with samples 
of materials and physicians’ 
will be forwarded upon request. 
All Mail Orders Filled at Philadelphia 
—Within 24 Hours. 
KATHERINE L. STORM, M.D., 
1701 Diamond St., Philadelphia, Pa. 


testimonials 


The Robertson 
Compressed Air 
Vacuum, . Ether 


and Massuye 


Cabinets are 
meeting the re- 
quirements of the 
profession better 
than anything 
else that has 
been offered in 
these lines. Wood 
and steel cabinets, 
white enamel, 
quartered oak and 
mahogany finish. 
Simple and pow- 
erful pumps. Sin- 
gle and duplex 
types maintain 
high continuous 
pressure on the 
atomizer. High 
vacuum pressure 
and vacuum 
gauges and reg- 
ulators. Mechan- 
ism enclosed. Sat- 
isfaction guaran- 
teed. 


Jaeckh Mfg. Co. 


822 E. 8th St. 
Cincinnati, Ohio 
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The State Public Health Association held a meeting Ds- 
cember 28 to January 1 in Richmond. 

At the twenty-fifth annual meeting of the Seaboard Med- 
ical Association of Virginia and North Carolina, in Elizabeth 
City, N. C., December 7-9, the following Officers were 
elected: Dr. E. C. S. Taliaferro, Norfolk, President: Drs. 
Jos. L. Spruill, Sanatorium, N. C., Jos. T. Buxton, Newport 
News, T. S. McMullen, Elizabeth City, N. C., and A. M. 
Burfoot, Fentress, Vice-Presidents; Dr. George A. Caton, 
New Bern, N. C., Treasurer; and Dr. Clarence Porter Jones, 
Newport News, Secretary. 

On December 14 the Southside Virginia Medical Associa- 
tion held its sixty-eighth quarterly meeting in Suifolk. The 
following officers were elected: Dr. E. L. Kendig, Victoria, 
President; Drs. T. M. Raines, Wakefield, John M. Williams, 
Petersburg, E. M. Mann, Kenbridge, and W. C. Harman, 
Dolphin, Vice-Presidents; and Dr. R. L. Raiford, Sedley, 
Secretary-Treasurer (re-elected). 

Dr. J. R. Blair, Richmond, has bought the Hygiea Hos- 
pital owned by Dr. J. Allison Hodges, which will be con- 
ducted as a general hospital. 

Mrs. E. P. Hairston, Martinsville, has donated a large 
tract of land to the City for a new hospital. The hospital 
she donated two years ago was destroyed by fire. 

Plans are being completed for changes at the City Hospital, 
Lynchburg, which will segregate the negroes entirely, accom- 
modate more patients and provide for tuberculars. 

The Tri-State Medical Association of Virginia and the 
Carolinas will meet at Spartanburg, S. C., February 16-17. 

The Shenandoah Valley Medical Association was organized 
in December at a meeting held in Harrisonburg. The fol- 
lowing officers were elected: Dr. Marshall J. Payne, Staun- 
ton, President; Drs. C. E. Conrad, Harrisonburg, P. . 
Boyd, Winchester, W. F. Driver, New Market, Vice Presi- 
dents; Dr. A. C. Byers, Harrisonburg, Secretary; and Dr. 
J. M. Biedler, Harrisonburg, Treasurer. 

he ayed the sponsorship of the South Atlantic Field Y. W. 

C. A. a nurses’ Club has been formed at Stuart Circle Hos- 
pital, Richmond. The club, with an initial membership of 
— is the first to be formed in the South Atlantic 

ield. 

It is reported that the Winchester Memorial Hospital, 
Winchester, during the fiscal year which ended November 25, 
treated a total of 1,429 patients. The operating expenses 
were nearly $43,000. 

Dr. Edward Latane Flanagan and Miss Louise Williams, 
both of Richmond, married November 23. 

Dr. Edward Sandidge, Amherst, and Miss Vera Tignor, 


Portsmouth, married November 27. 


Deaths 
Dr. Robert Doran, Winchester, aged 52, died December 11, 
from Bright’s disease and valvular heart trouble. 
Dr. James Burrow, Bristol, aged 26, died in a hospital at 
| Ancon, Panama, from cirrhosis of the liver 
Dr. Godfrey L. Miller, Winchester, aged '83, died Decem- 


ber 2, 
ge Daas A. Labenberg, Richmond, aged 44, died Decem- 


| Dr. James C. Meredith, aged 72, died in the Eye, Ear, 
| Nose and Throat Hospital, Washington, D. C., September 22, 
| following an operation for appendicitis. 

| Dr. J. R. Spencer, Hollins, aged 56, died early in December. 
| Dr. Peyton B. Green, Wytheville, aged 59, died December 
| 21 from apoplexy. 

(Continued o on Page 52) 
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Who KNOWS You’re a Physician? 
This emblem has been developed at the 
request of physicians to identify the auto- 
mobiles of the profession. It gains the 
right-of-way. It is attached to the radiator 
cap. Put it on your car. Send $1.50 check 
or money order. We will send one subject 
to your approval. Money back if you are 
not satisfied. 

THE S. H. THOMSON MFG. CO.. 


Pat. 
Pend’g 4th and St. Clair Sts. Dayton, Ohio 


1000 PRESCRIPTION BLANKS $2.50 
(Linen finish bond, 100 in pad) 


1000 Professional Cards $4.50 
1000 Noteheads 4.50 
1000 Drug Envelopes 3.00 
1000 Statements 3 


1000 ‘‘Actual” Typewritten 
Prices include parcel post charges 
A few samples free 
H. KRAUS 


A 
407-409 Chestnut St. Milwaukee, Wis. 
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Mellin’s Food 
Maltose and Dextrins 
product 


containing in addition to these readily digested carbohydrates 


Proteins from wheat and barley 
Salts as they occur naturally in these grains 


and 


Potassium bicarbonate in an amount calculated to meet the 
potassium requirement of the artificially fed infant 


Mellin’s Food Company, Boston, Mass. 


Medication for NOTICE 


Hypodermic Treatment SHERMAN’S VACCINES 


Sterile, Accurate, Efficient.- In Hypule Form 
Sodium Cacodylate, Mercury Biniodide, 
Mercury Salicylate, Iron Citrate, Iron 
Citrate and Sodium Arsenate, Emetine 
Hydrochloride, Fisher’s Solution (con- 
centrated), Gray Oil, Novocain and 80 
other formulae. 
These hypules not only insure 
f full potency and exact dosage of 
} the drug to be administered, but 
they afford the physician an ascep- 


ARE NOW SUPPLIED IN A NEW 10 MIL. 
(Cc. C.) CONTAINER 


This package has many superior features which 
assure asepsis, prevent leakage and eens greg 
the removal of contents. It is construct 

the well known Sherman principle. 

The vial is amply strong which prevents break- 
age so frequent with shell vials. 


Heisters tic, and readily assimilated solu- Hees We are pioneer Prpducers of 

Hypules tion or suspension. For treatment Hypa V tne 
lucidation, ta- 

in serious and malignant diseases, hypodermic fon and clinical demonstration. 

medication is far superior to the indirect 

methods of absorption through the alimentary 

tract. The use of HEISTER’S HYPULES lund aa 

places this form of medication on a scientific 

basis, relieving the practitioner of all anxiety omeaem 


as to the quantity or character of the hypoder- 


mic injection which he administers. BACTERIAL VACCINES eee | 
LOUIS HEISTER CHS)". Detroit ic 


Manufacturers of Physician’s Pharmaceuticai 
Specialties in Hypule Form 


Liston Application CINCINNATI, OHIO, U.S.A. “Sherman's Vacel dable Antigens.” 
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)CTORS’ COLLECTIONS] 


FREE MEMBERSHIPS 
‘Collections on Commission. Protection 
against delinquents. Engraved Member- 
ship Certificate. Retention of patronage. 
Thousands are already members. Why not 


ou? Universal endorsement. 
REFERENCES: National Bank of Commerce, Brad- 
streets, or publishers of this Journal. 


SEND FOR LIST BLANKS 


Physicians & Surgeons Adjusting Association 
| Railway Exchange Bidg., Desk 29, Kansas City, Missouri 
(Publishers Adjusting Association, inc., Owners. Est. 1902) 


ge°Medical Record 


Pre “A weekly post-graduate course for the busy 
practicing physician.” For 54 years has re- 

ported all that is best in medicine, surgery, 

and the specialties throughout the world. Weekly, $5 per 

year. Sample free 

WILLIAM CO., 51 Fifth Avenue, New York. 


BOLEN 


ABDOMINAL SUPPORTERS AND 
BINDERS 


(rpaTENTED) 


FOR MEN, WOMEN AND CHILDREN 


Special Supporter for Pendulus Abdomen, Ventral and Umbilical 
Hernias 
Descriptive literature mailed free upon request 


BOLEN MFG. CO. 


" Jacobs Hall Bldg. OMAHA, NEB. 


(Continued page 50) 


WEST VIRGINIA 

The Marion County Medical Society met in Fairmont De- 
cember 28 and elected the following officers for 1921: Dr. 
L. D. Howard, President; Dr. H. S. Keister, Vice-President ; 
Dr. C. W. Waddell, Treasurer; and Dr. James B. Chilton, 
Secretary. 
Dr. R. H. Paden, formerly of Akron, Ohio, has moved to 
Parkersburg. 
The staff of the Cook Hospital, Fairmont, is announced as 
follows: Dr. H. H. Carr, Surgical; Dr. C. W. Waddell, Med- 
ical; Dr. C. S. Fleming, Obstetrics and Gynecology; Dr. C. 
i. Holland, Pediatrics; Dr. J. B. Clinton, Gastro-Enterology ; 
Dr. H. S. Keister, Genito-Urinary Surgery; Dr. L. D. Norris, 
Anesthetics ; Dr. H. R. Johnson, Eye, Ear, | Nose and Throat; 
r. H. H. Carr, X-Ray; and Dr. C. W. Waddell, Pathology. 
Dr. O. L. Hudkins, Flatwoods, has removed, to Weston. 
Dr. J. M. Teter, Riverton, has removed to Huntington. 
At a recent meeting of the West Virginia Tuberculosis 
Association Dr. George H. Barksdale, Charleston, was elected 
President. 

Deaths 

Dr. Otto F. Richter, White Sulphur Springs, aged 57, died 
November 10. 
Dr. Edgar U. Parsons, Piedmont, aged 82, died December 20. 
Dr. C. Herbert Thompson, Bluefield, aged 33, died Decem- 
ber 14 from injuries when his automobile was struck by a 
street car. 
Dr. Montgomery W. Glass, Beech Bottom, aged 66, died 


December 17. 
Dr. George F. C. Yost, Riverville, aged 44, died October 23 


from injuries received in an automobile accident. 


GENERAL 

The management of the Oconomowoc Health Resort, Oco- 
nomowoc, Wis., announces the opening of two new build- 
ings, one for chronic nervous cases and the other is an 
isolated building for ‘‘rest cure” patients. The latter units 
conform in construction to the previous ones, being abso- 
lutely fireproof. The classification of patients is complete in 
every respect. 

The fifth annual session of the American Congress on In- 
ternal Medicine will be held at Baltimore, Md., February 
21-26. Activities of the Congress will be largely clinical. 
Ward-walks, laboratory demonstrations and group or amphi- 
theater clinics will be conducted daily by members of the 
faculties of the Johns Hopkins and the Maryland Universi- 
ties. For further information address the Secretary-General, 
1002 N. Dearborn Street, Chicago, Til. 


‘HIGHPOWER 
| Electric 
Send for  Cat.Ca 
INTERNATIONAL EQUIPMENT CO. 


253 WESTERN AVE. BOSTON, MAS 


DOCTOR: Write or Wire 


Ambulatory Pneumatic Splint-Mfg. 


ATLAS BLOCK, CHICAGO” 


RACTURESS 


Hip, Thigh or Leg Set. Splints Rented — 
Ready to Apply. Your Treatment of 
Patients, In or Out of Bed, Secures Good 
Bone Union, Comfort, Strength and. 
Health in the Least Time with the Ambu-,. 
latory Pneumatic Splint. 


Specify it and our “Am- 
bumatic’” Washable Ab- 
dominal Supporters. 

Adjustable for uplift or 
Binder, to any part of 
abdomen. ‘Once used al- 
ways prescribed. 

Send for Order Blanks, 
Sample Materials, Litera- 
ture, Prices, etc. 


| | 
| 
F 


Vol. XIV No. 2 SOUTHERN MEDICAL JOURNAL 


Iron and Arsenic 


A sterile stable solution in sealed glass ampoules; 5 
c.c. contain 64 milligrams (1 grain) of 
Iron Cacodylate. 


Produce rapid, distinct, maximum therapeutic re- 
sults, unobtainable by the use of any other method. 


= The effect of iron upon the red cells and of arsenic 
Sodium upon the phagocyte cells both of the blood and of 
lodide other body tissues is unaffected by digestive or as- 
Salicylate similative processes, since the remedy is injected 
and lodide directly into the blood stream. 

Sodium 

Salicylate Injection is easy, safe, free from dangerous or de- 
Mercu pressing after effects. 

Bichloride 

Mercury Loeser’s Intravenous Solution of Iron and Arsenic 


Oxycyanide is intended for use in Anemia, Chlorosis, Syphilis, 
Quinine Tuberculosis, Pericarditis, Rheumatism, Malaria, Pel- 
hydrochloride jaora, Psoriasis, in protracted convalescence or any 


Hexamethyl- dyscrasia or cachexia. 

enamine 

= Clinical reports, reprints, list of products, price 
iodide 


list, directions for use, etc., will be sent to any phy- 
sician on request. 


New York Intravenous Laboratory 
100 West 21st Street | 
New York 
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“KELENE” 


PURE CHLORIDE OF ETHYL 
FOR LOCAL AND GENERAL : 
ANAESTHESIA 
MANUFACTURERS: 
FRIES BROS. 
92READST. NEW YORK 
SOLE DISTRIBUTORS FOR THE UNITED STATES AND CANADA 


MERCK & CO. 
NEW YORK MONTREAL ST. LOUIS 


Literature Sent Upon Request 


|BIOLOGICALS 


KEPT UNDER THE MOST 
IDEAL CONDITIONS 


| We run a complete refrigeration plant with 
_ | day and night service. 


We stock only the recognized standard lines 
MULFORD’S PARKE-DAVIS 
LEDERLE’S 


VAN ANTWERP’S DRUG CORPORATION 


Mobile, Alabama 
Order of us---We Market Only Reliable Products 


VAN ANTWERP BUILDING 


on 
4 
; 
i 
a 
a 
a 
a 
= 
= 
| 
= 


: 


q 
q 


% Cy 


D WS 


AN EASILY ASSIMILABLE CARBOHYDRATE 
ELEMENT FOR BABY’S FOOD 


Where babies must be fed modified milk, the selection of the 
right sugar element is a matter of decided importance. 

MEAD’S DEXTRI-MALTOSE, (Dextrins and Maltose) is a 
form of sugar that is assimilated by the infant in much greater 
amounts than cane sugar or milk sugar before reaching the limit of 
tolerance. 
It is also the form of sugar least liable- to cause indigestion, 
diarrhoea and other digestive disturbances. 

Both pediatrists and general practitioners are finding it an emi- 
nently satisfactory carbohydrate modifier. 

The fact that MEAD’S DEXTRI-MALTOSE is ethically dis- 
pensed and its use, except on physicians’ prescriptions is discour- 
aged, naturally creates a favorable impression among the profession. 

We invite investigation of its suitability as a carbohydrate modi- 
fier for YOUR bottle fed babies and will gladly send samples and 
full information regarding its use. 


SOME OF OUR INTERESTING LITERATURE 
IS LISTED BELOW 


“Slide Feeding Scale.” “Diets for Older Children.” 
“Key for Modifying Cow’s Milk.” “Diets for Nursing Mothers.” 
“Very Young Infants.” “Prescription Blanks.” 

“Instructions for Expectant Mothers.” 


This literature prepared for the Doctor’s use only and does not 
carry any form of advertising. 


| 


Diet 


THE MEAD JOHNSON POLICY 
ins MEAD'S DEXTRI- MAL TOSE 1S ADVERTISED ONLY TO 
THE MEDICAL PRO FEEDING DIRECTIONS, 


OINFORMATION REGARD | 


Acc TRADE PACKAGES. 
ING USE REACHES THE MOTHER ONLY BY WRITTEN 
INSTRUCTIONS HER DOCTOR ON HIS OWN PRIVATE 
RESCRIPTION BLANK 
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Adrenalin im Medicine 


6—In Endocrinology 


HE action of Adrenalin is so 
fleeting as to narrow the 
scope of its utility .in organo- 
therapy. Its important place in 
clinical endocrinology is that of 
a diagnostic indicator of devia- 
tions from the normal secretory 
activity of certain glands. 
Hyperthyroidism can be de- 
tected by the Goetsch test. This 
test is based on the fact that 
thyroid secretion sensitizes the 
sympathetic nerve endings to the 
action of Adrenalin. The tech- 
nique consists of the subcutane- 
ous injection of 0.5 ee Adrenalin 
1:1000 and the subsequent ob- 
servation of objective and sub- 
jective phenomena. 
Blood-pressure readings are 
taken over a period of one and 
one-half hours at intervals vary- 
ing from two and one-half min- 
utes at the beginning of the 
reaction to ten minutes at the 
end. In positive cases the systolic 
blood-pressure rises at least ten 
points during the first fifteen 
minutes with an accompanying 
increase of about ten beats a min- 
ute in the pulse-rate. Soon there 
is noted a slight fall in systolic 
pressure and then a_ second- 
ary rise. In about ninety 
minutes the blood-pres- 
sure is back to normal. 
Thesubjective symptoms 


\)9) 


are sometimes striking. There are 
heart consciousness,apprehension, 
and marked tremor and pallor 
occasionally followed by flush- 
ing and sweating. The greatest 
diagnostic importance of the 
Goetsch test is in distinguishing 
cases of mild hyperthyroidism 
from those of incipient tubercu- 
losis. 

A satisfactory test for supra- 
renal function can be performed 
by injecting subcutaneously fif- 
teen to twenty minims of Adren- 
alin 1:1000 and estimating the 
consequent variations in blood 
sugar. In cases of suprarenal 
irritability there is an increase in 
blood sugar which comes on in 
about thirty minutes and lasts 
for several hours. A transient 
glycosuria may likewise be noted. 

Loewi’s test for pancreatic dia- 
betes is dependent upon the fact 
that the suprarenal glands and the 
pancreas are physiological antago- 
nists. In pancreatic diabetes there 
is impairment if not destruction of 
the secretory cells which allows 
certain Adrenalin effects to be 
more pronounced. One or two 
drops of Adrenalin 1:1000 should 
be instilled into one eye. In posi- 
tive cases—cases of pan- 
creatic insufficiency— 
there will be a prompt 
¥ dilatation of the pupil. 


PARKE, DAVIS & COMPANY 
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